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Preface 



The focus of this study on health manpower in the 
changing Australian health services scene is on lessons 
available from the Australian experience that might be 
of value to the United States. On the eve of an expanded 
national health insurance program in America, there are 
naturally many CQnccrixs about the soundest approach to 
adjusting our manpower supplies, distribution, func- 
tions, and regulation to cope with an expected increase 
in demands for health care. What can we learn from 
another country, similar in many respects to ours, that 
has had an extensive healtli insurance program for many 
years and is about to embark on a more comprehensive 
one? 

The information in this report was gathered through a 
study of Australian health, manpower literature going 
back over about the last ten years, supplemented by 
three visits to Australia - two of IQ days each in August 
and October 1973 and a 6-week visit in July-August 
1974. It may be of interest to record that our literature 
search led to prior annotatipns of 237 books, reports, 
and articles, and later reviews of many mote. Our study^ 
visits to Australia permitted us to interview some I6b 
persons and agencies, listed in Appendix L 

At the end of each chapter of this volume is a list of 
references^ but we take pains to point out that most of 
the material — for which no particular citations are 
given — w4y gathered from the numerous personal inter- 
views. W<^trust that our interpretations do no violence 
to the communications from the men and women who 
so gcherously shared their knowledge and insights with 
us. 

The study is presented in six chapters. First is a rela- 
tively brief overview of the Australian health care system 
as a wholerfehapter Two summarizes the health man- 
power resources, with some data on facilities, and their 
distribution - by type and geography. Third, we ex- 
amine recent innovations in functions of health man- 
power - both new types of personnel and new ways that 
established types of health worker are serving. In 
Chapter pQur, we review the educational system for 
health manpower in Australia, with emphasis on recent 
changes under way. Chapter Five analyzes the several 
methods of regulating health personnel - throug^i both 
governmental and voluntory channels. Finally, in Chap- 
ter Six, we recapitulate the highlights and trends in all 
aspects of health manpower policy and practice which 
we interpret to be especially salient for the United 
States. 

In following this sequence of presentation, some 
•repetition is inevitable, but v/t trust it is not trouble- 
some. For example, the robust educational program in 



"family medicine" must be reported in Chapter Four 
(education), but it cannot be ignored in Chapter Five 
. insofar as continuing education of family doctors consti- 
tutes a form of ^'regulatory " influence. 

For the several aspects of hpalth manpower explored, 
we attempted to examine developments in each of the 
medical and allied health fields. While time constraints 
compelled cursory treathient of one or another special- 
ized discipline, we hope that our perspective has been 
sufficiently comprehensive to yield a balanced overview, 
and regret ainy oversights. ^ * 

Our emphasis in all six chapt^s is principally on the 
innovative and the unusual. This gives the impression 
that Australia today, is in a period of great change and 
ferment. Even had' this not been our approach, the latter 
judgment, we believe, would be sound. Witli a change of 
national government in late 1972, Australia is, indeed, in 
a period of intense exploratiort'of new ideas. As will be 
evident, we believe that many of these ideas have impor- 
tant lessons to teach the United States. We hope that 
their review, through the eyes of two foreigners, may be 
of some small value to the Australians also. 

The sources listed in Appendix I are tlie principal 
persons and agencies to whom we Are indebted for as* 
sistance in collecting this-informatioti. Special acknowl- 
edgment must be extended to our major Australian 
consultant, Dr/ Anthony L Adams, who in addition to 
sharing his knowledge with us Was- so helpful in making 
the detailed arrangement! for bur several visits through- 
out the nation. In each jurisdiction, furthermore, one 
person was our particular guide and mentor — in the 
national capital, Mr. Matthew Carroll; in Victoria, Dr. 
Richard Southby^ in South Australia, Dr. Brian Shea; in 
Tasmania, Dr. G. Mackay-Smith; in Queensland, Dr. 
Owen Powell. We are deeply grateful to them for their 
invaluable assistance, both technical and personal. To 
Dr. Sidney Sax and Mr. L*J[v Daniels, at the federal level, 
and others in th<: state governments, educational institu- 
tions^ and health agencies too numerous to cite in this 
brief Preface, we also owe a special debt. We regret that 
only Western Australia and* the Ndrtliern Territory, 
among AustraliVs eight jurisdictions, could not be 
visited due to the constraints of time; we attempted to 
compensate for this gap through study of published 
documents. 

In the planning of tHU research, we were guided sig- 
nificandy by the advice of the Project Officer of the 
Health Resources Administration of the U.S. Depart- 
ment of Health, Education, and Welfare, Betty Lockett, 
Ph.D. We wish to acknowledge also our appreciation for 
fie opportunity to discuss our research plans with 
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numerous hciiltli manpower experts' throughout the*' 
United States in September 1973 and with a conference 
of officials of the federal government in May 1974. We 
benefited likewise from similar discussions with officials 
of the World Health Organization in Geneva, Switzer- 
land, who were cng;agcd in a related study of dental 
manpower systems in relation to oral health status.* 
"^OiccittiaRIty^^ 

or events arc those of the authors and, we are awarc,^^ 



that they may not always coincide with the dominant 
viewpoints in Australia* We can only plead forgiveness 
for any failures by two outsiders, who found it no small 
challenge to understand and report accurately events 
that seemed to change d^y before our eyes. 

__Mil tonJ^^Rpcm er, M . D. ■ 



and 

Ruth J. Rocmcr^ J^D. 
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Chapter One 



THE AUSTRALIAN HEALTH CARE SYSTEM 



To se4 the itagc for dcicription and analyiii of health 
manpower policies }n Australia, it will be helpful to sum- 
marize briefly the over-all health cire systeixi of the 
countrVf including its national system of health insur- 
ance, other special medical care programs, the health 
services provided by state governments, and the major 
patterns of delivery of ambulatory and hospital care. But 
first, a few words »hould be said about the nation iut\£. 



The Australian Setting 



Australia is the only land mass on earth, defined as a 
\ contiribnt, which is alio a single nation. It is a vast tcrri- 
\oty of 7,679,000 square kilometers (larger than the . 
continental United States); located* in the Southern 
Hemisphere - which makes its seasons roughly opposite 
to those of North America (i.e., July and August are. 




over, are heavily concentrated irf a half-dozen large cities 
(Sydney, Melbourne, Brisbane, Adelaide, Hobart, and 
Perth), that serve as Opitals of the nation's six states and 
arc all (except Hobart on the coast of a satellite isle) 

. located at points on the coast of this great island, The 
vast interior is mainly desert and very thinly pcipulated. 
Thus the 13,000,000 Australians arc heavily urban - 66 
percent living in cities of 10tf,000 6r more, another 81 

- percent in smaller urban centers, and only 14 percent 
cbnsidered rural. This dramatically irregular population 
distribution has given the country a "frontier" character; 
*much like the United States in the early nineteenth cen.- 
(2) 

^^^%t six states and Iheir Capitals in rahjc order of their 
state populations (as of 50 Jiune 1975) arc: 

Capital' ' 'IfopuUtion 

Sydiwy 4,702,500 

^ Melbourne 5,5S6,600 

Briibane 1,914,900 

Acklaidc , l,l9f,200 

fath . 1,068,400 

Hobart • ^96,000 



Sutc 

I4cw South Wales- 
Vlidoria 
(fjctmland 
South Australia 
Wettrm Australia 
Tasmania. 



The balance of the nation consist! of the Juigc Northern 
Territory with only .95,600 people (half in the coastal 
city of baiWin), and the urbanixetl Australian Capital 
Territory (A.CX) with 16&,400 peopl^e - physically 



located within the* slate of New South Wales, roughly* ' 

halfway between Sydney and Melbourne (Victoria). 

The largest state. New South Wales (N.S.W.) is also 
the oldest, having been settled mainly by convicts sent 
from Great Britain in 1788 -juit a few years after the . 
British crown ha'd been defeated in the American • 
Revolution. The youngest* state is Queensland, estab- 
lished in "1859. Actually before the- end of. the 
nineteenth century, each of thele states was a more or 
lest self-governing British colony, reporting through an 
appointecf Governor directly to the crown in London, 

^ England. (^) Federation of , the six states and two terri- 
tories into one p^arliamentary nation, with iU own Con-f 

' stitution, occurred as recently as 1901, As a vestige of 

'Uiji past, -there is still a Queen-appointed- GoveriK^- 
General in Canberra, the national capital, and a 
Lt.'Governor in each state capital, but their duties are 
essentially ceremonial. * " . * * 

• WiUi this backgrouh^i, it is easy to appreciate Why 
even today each of the six States in the Commonwealth 
(as- it is often called) his a great deal of 'autonomy * - 

' especially in matters like health and educaticfh.^*/ As we 
shall jwc, ibis hu been changing in recent years, as fed- 
eral legislition - similar to trends in the United States of 

/ ^America - has vested greater authorities at tfyc national 
level, associated generally with Commonwealth Ux* 
raising powers. Nevertheless, in 'each state, a^ at the 
federal level there is an elected Parliament, with Upper • 
and Lower Houses (except in Queensland, which is uni- 

. cameral) that <enact laws. The executive authorities of the ^ 
national and state governments follow the British model, 
with thc'teider of the political party lor sometimes a 
coalition of two parties) holding a majority in the Lower 
House being aJrked by the Queen's representative to form 
a government. IJiis leader becomes Prime Minister arid 
each of the categorical ministcrt must be choKn from 
elected members of the Lower House. The Minister for 
Health naUonklly in 1974 happened to bt a physician^ . 
but this is not normallrthe case at federal or itf te Icvclf.^ 
In economic terms, Australia U a well-developed 
nation with a gross domestic product in 1972-75 of 
$40,756,000,(300, or on a per capita basis about $5,000 
(Australian currency). 1ft U.S. dollars eif midH9Z4 (U.S. 

• $1.50 - Austr, $1«W), this would amount fo $4,500, 
placing Ausilralia among the world's most prosperous 
counCries. Ohly^ %\io\xt 11 percent of the economically 
♦active poptUatsoh arc engaged in agriculture, forestry, 
fishing, and mining, while almost 90 percent arc in** 
manufacturing, trade, Construction, arid other urban 

" oriented industries. i 
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Relative to the United S^tes, the distribution of 
iiicoiiie in Australia is <|uke equalized; there ^e few exr 
tremcly wealthy or very destitute. The unemploymient 
rate in 1971 wa3 only 1.6 percent (when it was about 5 
percent in America). There is one motor vehicle for 
eveiry three ^ population, and almost every Aiistra<^ 

lla4;hptne has at leastr one radio and a refrigerator: A 
iiigh percentage also have washing machines, telephones, 
and tc|levision sets. : > 

Probably the main exception ta the generally good 
standard o( living in Australia is the Aboriginal popula* 
tion. In ) 971, these numbered only 106,000 or less than 
one percent of the total; They are distributedsaiipiong 
almosi all ^e states* but live principally in ihc dry in^ . 
tenor regions. In recent years, however, there has been a 
gradual tendency for the rural Aboriginal people to 
move inilo the cities, to have their children attend regular 
public schools;and to become slowly acciilturated to the ^ 
prevailing society. 

The principal political jpartic^ in Australia are the 
Liberal JParty, the Australian Country Pafty , smd the 
^Aus tralian^ Labor party ^ moving from righ t (conserva- 
tive) to left 0n the customary political spectrum. The 
ideology of the party in control nationally has, of 
course; a great deal of influence on policies in uie Held of 
health aervices« This' is especially clear in the programs: of 
health care insurance, where the relative powers exer- 
^i^sed by the private and public sectors of the economy 
^e $ut)ject to great variation.(^) Going bapk some ^0 
yearsy the pauties in power hadonsdly haVe been: 

i941'4^ . . . ^ . * *i . . . LaborParty * 

1950-72 I . . . . . .% ^. , ^ Liberal Party 

P^ember 1972 - date . . % . . . . . . ; > . ^ Labor P2uty 

llius, :^ter some 22 year* of LibcrsJ Party control 
nationally, the election Of a Lalbor Party Gpyemment in 
December 1972 ha$ yielded a gr^Kit^^^^c^ ferment iii: 
th^ healthy, t^'n^iccs and.-health man][>0 wer scene, which 
will be evident throi^gltoibjc the that follows. 

T'hc Natiohjd Health Insurant 

* . ^ ' ' *. .• ■ . ■ " • ■ 

, • ■ . .-f..--.; ■ - . ■■ . . . 

The present system of insurance for medical care iii . 
Australia is remarkably complicated » and .j:an be best 
understood by considering a litUc Of its background.* 

Historical Departmei|t, 

As far back as 1927, a '^National Insurance Bill" was 
introduccid into the Commonwealth (fe4pral) Parlia- 
ment. It was a comprehensive bill, including sidkness, 
invalidity^ and maternity beneHts, among others.(^) The , 
measure was opposed by both employers and friendly 
' societies^ (Which ha^ long operated their own voluntary 
health in$urance programs), as Well as by state goyeni- 
«n!icnt#; and with the ohset^f the world-^yide Depression 
in 1929, it was shelved/ In 193B, another "National 
ilealith and Pension BiU*' was introduced, but this time |t^ 

*ThisanaIys^ii;;th(e situation M of inid'1974| after which im- 
portant changes Wer6 made, described later. 



■ vtM opposed even by the non-incumbent Labor Party, 
which favored a scheme supported by general revenues 
rather than social insurance. In spite of this, thebill was 
actually enacted in July 1938 and a National Insurance 
Commission was appointed. Before the CommissionV 
planning could be con^ileted, however^ World War II 
broke out^ and the law was never implemented; ^ 
supported! by general revenues rather i^an social ihsuit* 
ance. In spite .of this, the ^ bill was actuadly enacted in 
July I9S8 and a National Insurance Commttsion v^ 
appointed. Before the Commission's planning could^ be^ 

' completed, however, World War Jt, broke ^ut^ and! the. 
law was never implemented. ; 

Instead, in 1941, during the war, a child endowment 
progtam (called /'family allowances'^ in o thet countries) , 
wsM launched^ as a'side-effect of a wage controversy) and: 
this was financed solely by k^yroll tax on employers. 
It may be noted that this first nation-wide social insur- 
ance program in Austra^a was launched under a Liberal 
Gpycrnment. This time, however /it was with the concur* 
rence of the Labor Party, which' soon after (in October 

^1941) gis^ncd political control nationally. 

Pharmaceutical Benefits, Strange, in comparison with 
scK:ia^-^curity developments in other nations, was the 
iiUtial health care benefit introduced nationally by the 
l^abor Government when it gained power during World 
War II — the financing .of high-cost and life-saving drugs! 
The Pharmaceutical Bene^ ts Bill wasin troduced jn 1 944 ? 
aiid was prompt]|y passed; it was to be Hnaneed not by 
cmiplbyer or employee contributions, but by an cairr 
marked sector of^ the general jrev^^^^ federal 
income taxes^ used for establishin|g National Welfare 

'Fund/.Hiut)iiig;er of conflicts to cpnie iri larget health 
sphe^esv (and continuing sharply to Uic present day) was' 
the non^ooperation — essentially %i)Qy CO tt —^b^^ the 
private medical profession, which reftised to use the pffi- 
cial prescription ^orms issued for «dn!lnistration of the 
federal pharmaceutical benefits. This was followed by a 
court actipA of ;.^e Medical Society: of Victoria, iii Which 
th'erAustratian Higb Court Held the entire A<t invalid on 

• th^ ground that it restricted'the freedom of physicii&ns. 
As k result of tfiis judicial defeat, vthe Xiabor Govern'- 
men t^, through a national referendU]1i;^)|p^ceeded in 
enacting a ConstitutioitaLAmendment^b^^ fed- 
eral powers in the welfare: 'i^eld. This was in 1946, and 
the next year anothet Ph^maceutical Benefits Act was 
enacted again — only to meet the same obstruction (a 90 
percent boycott) from the private doctors. Not unUl 
l^BOf when the conservative ^jLiberal Party was returned 
to power, did the doctors cooperate. Minor changes in 
the administrative procedures were made such as per" 

.mitting doctoifs to use their own prescription pads, 
rather than ofncial forms, and caJUng the 139 authorized « 
life-saving and costly drugs a **Iist,'; rather thaii a "for- 
mulary'^ — but it was evident that the profession'^ coop- 
eration, at last, stemmed from alleviation of the fear 
that t drug benefits, un'der a conseirvative government, 
would not constitute an ''entering wedge to fully social- 
izcd ;nedicine/' (i®) r 

Meanwhile, after the initial obstruction of the federal 
drug program in 1944, the Labor Government had en- 
acted the first federal health benefit legislation which 



hai survived to the present — the JHospital Benefits Act V 
of 1945. This provided grants of six shillings (60 cents) a 
day for each patient in a public or" private hospital (defi- 
nitipiif of these facilities v^ill discussed below), pro- 
vided no charges were made to poor ps^ents occupying 
"public beds." This grant program' furnished seriously 
needed financial aid to all the nation's hospitals and, as 
we shall see« led to further hospital subsidies in later 
years. In^thc s^ine year, 1945, a^Tuberculosis Act was 
passed, providing federal grafts £^r long-term hospital'^ 
ization of all TB cases, which were still highly prevalent 
in this period. Further amendments, however, were re- 
quired in 1948 bcfor^his proipram became effective. In 
that year also a program of federal ^ants for mental 
hospital care was enacted. Finally, In December, the 
National Health Service Act of 1948 was enacted, 
authorising a broad program of medical, dental ancl re*- 
bted services to be financed by the federal government* 
through payment of a major part of private professional 
fees. Although the Labor Government emphasized that . 
U did not intend to iniplement this law all at once, the 
medical profession made equally clear that it had no 
intention of cooperating. (^^) 

A New Approach - The ''Page Plan, "Not surprisingly, 
when the Liberal Party returned to power one year later 
(December 1949), a new approach to. general medical 
care insurance wa$ bound to be taken^ Its essence was /to 
provide governmental subsidies to encourage the enroll- 
ment of people in private or voluntary health insurance 
funds (called "health plans" in America). Such funds 
had, indeed, operated in Australia since the early twen- 
tieth century through "friendly societies" and under 
hospital atid medical benefit insurance organizations, 
sponsored — as in America— by health professional 
groups since the 19|;0*s.' ^^2) \ physician^ Dr. Earle Page, 
was Minister for Health in the Liberal Government (of 
Prime Minister R. G. Merizies), and he had long advo- 
cated this approach — very much like proposals of con-"- 
xteniporary American doctors. Dr. Page estimated in 
1950 that, among the different voluntary health insur- 
ance programs, more than 2,000,000 Australians were 
already protected to some degree. 

The "Page Plan," then gradually took shape between 
1950 and 1953. Basically it came to have four parts. 
First was the slightly modiified Pharmaceutical Benefits 
Scheme, noted earlier; under the Liberals, this, grew 
rapidly.^*) The list of authorized drugs was lengthened 
from 139 items in 1950 to 232 in 1959. J^aturally the 
. costs to the federal government steadily ro'se, not only 
because of the broader list of drugs, but also from the 
growth of population, the gradually increasing coopera- 
tion of doctors, and the heightened rates of prescription 
of drugs per caSe (especially the newer antibioticji^) by all 
doctors. To slow down the rise in governmental costs a 
co-payment charge to the patient of 50 cents (5 shil- 
lings) per prescription was introduced in March 1960 
(this li^.risen to $1 today). To cushion the blow of the 
co-paymctit requirement, however, the approved drug 
list was Icr^flrened to include almost every item in the 
BHtish -Pharmacopeia. (1*) It should not b|e , surprising 
that thct drug scheme has now become the most expen- 
sive component, to the federal government, of the wTiole' 
Australian national health program. 



Hospital Benefits, The^second part of the 'Tage Plan" 
was the /^Hospital Benefits Act of 1951, This built 
upon the Labor Govemmetit's law of 1945, increasing 
the federal grants from 6(^^to B0 pent^ a day; but, more ^ 
important in principle, yvas a second federal grant to all 
hospitals of 40 cents a day on behalf of those patients 
who had voluntary hospital-insurance. The latter insur* 
"ance typically paid hospitals, for their insurees, 60 cents 
a day. Thus, a total of |1^80 a flay (80 plus 40 plus 60 
' cents) Was payable in 1951 /rom three different sources, 
with respect to voluntarily insured patients.' Added to a 
fourth Tiscdl SQWCCt - the state governments which sup- 
ported the major portion of all public (though not pri- ^ 
vate) hospitals this amount was sufficient to cover \he 
normal public 'ward charges at the time, .Patients choos- 
ing to use private hbspitals» of course, or private .rooms 
in public ^ospitafls, typically had to, pay "something 
more — either out-of-pocket," through costlier voluntary 
insurance, or both;< 

Over the years naturally, as hospital costs have risen, 
the structure of this hospital payment, formula has 
changed. The above details, as of 1951, are given, how- 
ever, maiftiy to clarify two points: (a) the mode of oper- 
ation of the principle of federally-subsidized voluntary 
hospital insursmce and (b) the general complexity of the 
whble mechanisni of hospital financing in Australia. To 
slightly simplify the process, the federal subsidy for in- 
sured persons was paid to *the hospitals through the 
voluntary funds*,^ thus, the latter acted as "fiscal inter- 
mediaries" for one^part of the federal government's sup- 
port of hospitals, , but not for thie other part — which 
went directly from Canberra to the hospitals on behalf 
of all patients. ^ . ' \ 

Medical Benefits. The third part of the "Page Plan" was 
the Medical Benefits Scheme, which provided subsidy of 
doctor's bills for insured patients. In principle, as k 
originally formulated by the Liberal Government, the 
sum of the voluntary insurance benefit plus the federal 
subsidy (transmitted^ as in the hospital schenie, through 
the local fundi) was^ Intended to cover 90 percent of the 
usual cost of physician's service; the balance of 10 per- 
certt was. a co-piaynient obligation of the patient, be- 
Meved to be nteccssary to deter "unnecessary utilizatioill!^" 
From its outset, however, under the National Health Act 
of 1953, doctor's charges escalated so rapidly that the 
patient en4ed up^with an obligation MTP^Y on the aver-^ 
age, not 10, but 37 pe^eht of the doctor's actual bills. 
This proportion fluctuated with amendments over the 
years, but until the major modification of 1970 (see 
below) the patient's out-of-pocket payments never fell 
• below 30 percent. This was, indeed, one of several causes 
for the dissatisfaction that led to the major liberalization 
of the federal Health Benefits Plan of 1570. 

Pensioner Servians* finally, the fourth part - or at least 
the fourth major part of the "jPage Plan" was the Pen- 
sioner Medical Service^ (P.M.S.).O') This was a totally 
federally financed program of general practitioner medi- 
cal care aqd hospitalization in public wards for eligible 
pensioners. These included not only the aged — 65 years 
for men ^Hld 60 for women — of low incomes, but also 
the totally clisabled, recipients of widow's or military' 
service allowances, tuberculosis patients, and their de- 



p^n^nts; Other benefits were also provided for eligible 
pensioners^ such as waiver of the co-payment charge on 
drugs and higher 'federal subsidy for their hospital care. 
Over the years this program, like the others, has been 
modified V It should b<^ noted, however, that eligibility 
requires low income (passing a means test), so that far 

- from 100 percent of aged and other handicapped per- 
sons arc covered (in 1974it wto about 62 percent of the 
aged). It may also be xiotpd ^4t the P*M.S*, like the drug 
benefit progr;^, is administered and financed solely by 

■ the federal goyemmcnt, and docs not involve the partici*^ 
pation of th^ voluntary insurance funds. 

These were, then, the four major components of the 

V*Tage Plan" brougHt into operation by the Liberal Gov- 
ernment in the early 1950's. Although, on'a world level, 
?ind especially in the Unitfea States, the components 
injirblving subsidize^ voluntary^ healtfl insurance a 
uniquely Australian innovation have received the 
greatest attention, it should be realized that just two of 
the four^niajor Australian medical care px^dgratns, aiid 
much less than hilf of the federal government expendi- 
tares, relate to this scheme.*. Moreover, over the years of 
Libera] Party sovereignty (until late 1972), additional 
federally-supported programs for the treatment of tuber- 
culosis and mental illness, Jor the subsidy of nursing 
homes (lon^-term institutions), and for other purposes 
required still fujr'th'er federal activity and expenditures* 

The Changes of 1970. To bring the dcvelopmenul 
story of Australia'^ national health insurance system up 
to the present period in fuU detail would go beyond the 
scope df this study. One further chapter, however, 
requires brief review, insofar as it led to the major 
amendments incorporated in the Health Benefits Plan of 
1970. This recjuires a summajfy of the Nimmo Report 
and the subsequent legislative actions that shaped the 
health insurance system seen in operation in Australia 
today.U^) 

While the,, strategy of subsidizing enrollment in 
voluntary insurance plans for hospital and medical care 
was effective in gradually achieving substantia] fiscal pro- 
tection for the great majority of Australians, a number 
of dcficiendes in the system became increasingly visible. 
Despite the positive accomplishments, there >yere serious 
gaps in population coverage, in financial benefits, and 
difficulties in the whole administi-ative process that the 
opposition Labor Party did not fail to point out. By the 
late 1960*s, the still controlling Xiberal Party found it 
necessary to respond to the criticisms by appointing, in 
April 1968, a Committee of Enquiry into Health Insur- 
ance, chairjcd by Mn Justice Nimmo, 

The Nimmo Report was submitted *to the Fe'ckra^ 
Parliament in March 1969. It tended to confirm seV^al 
previous non-statutory investigations of the voluntary 
health insurance funds and related matters.(^^) Without 
reciting the extensive explorations of the Enquiry, its 
principal conclusions may be summarized as follows: 



"^in 1971, the Tederal subaidy of both hoipital insurance and 
medical iniurtticc funds required $140,000^000, while the 
direcdy operated pharmaceutical benefits scheme, the P.M.S*, 
and related programs cost die federal government $286,000,000. 



(a) The health insurance scheme was unnecessarily 
4 complex and beyond the comprehension of 
' many. 

(b) There is often 4 wide gap between financial bene- 
fits received by patients^d the costs of hospital 
an4 medical care that they must pi^y. 

(c) Premiums have become so high that a significant 
proportion of people cannot afford to enroll in 
the voluntary funds, and fpr others they are a 
^hardship to pay. ' ' 'A 

(d) The rules of many funds permit disallowance. or J^v; 
reduction of claim sin too 'many cases. - ';'-lf^'T^^^' 

(e) Administrative expenses of some fundsf aire 
unduly high. ' *S 

(f) The financial reserves held by numerous funds 
are unnecessarily large. " " 

'(g) Allied health services, like podiatry, optometit^; * 
or dentistry, wliile important, are not included 
among any of the fund benefits. 

As a result of these findings, the Nimmo tReport made . 
42 recommendations for improving the health insurance ' 
program, while retaining its basically voluntary^ frame- 
work. These recommendations involved liberalizing 
<^enefits (e.gA eliminating exclusion of care for "pre- 
existing-^ conditions*' after six months' membership)/ 
controlling the level of doctor's fees, clarifying and sim- 
plifying hospital cost benefits, establishment of lop 
limits on reserves and administrative expenses, subsidiz- 
ing enrollment of low income families (a very important 
proposal), and numerous other changes that might 
improve the ^efficiency of the system. V^O) Within the 
next two ycsffs, most^f the important recommendations 
of the Nimmo Gommi^e were- acted upon by the Parlia- 
ment, even: changing the name of the law, with the 1970 
amendments,^ to the ''Health Benefits Plan," In 1971, to 
emphasize the subsidies for enrollment of low income 
families in voluntary funds, it Was again renamed the 
^'Subsidized Health Benefits Plan." . . " 

With the end. of Liberal Pzu'ty control and the nation- 
al election of a Labor Party government in December 
1972, there began a, new wave of inquiries, reorganiza- 
tions, and'^direct administrative actions which soon came 
to doipinate the health c4re scene, t^^) As of Julyr 
August 1974, however, at the time of our direct observa- 
tions in Australia, the national health insurance system 
in operation was still that initiated under the "Page 
Plan," as Amended over 22 years of Liberal Party control 
and especially by the relatively recent Actions in follow- 
up of the Nimmo Report. The main features of these 
current operj^tions of the system mtay now be described. 

The StilMidized Health Benefits Plan 

, ■ <► ■ ■ . . 

The hub- of th<^heel of operation of the Australian 
health insurance system is a network of some 90 volun- 
tary funds.(22) The great majority of persons enrolled 
arc in about a dozen large funds defined as "open" and 
operating within the boundaries of each of the, six states* 
on the basis of one,, two, or three such funds per sUte* A 
minorijty of the enrolled persons are in $ome 70^dd 
much smaller "closed" funds, which are limited to mem- 
bers of a particular friendly society, occupational group, 
or locality. In terms of political dynamics, the health 



er|c 



15 



insurance scene .of Australia is obviously dominated by a 
handful of the large open funds* Such as the Medical 
Benefits Fund of Australia, Ltdf., which operates in New 
South Wales, or the Hospital Benefits Association of Vic- 
toria. A& noted earlier, the ^ numerous smaller organiza- 
tions are generally much older than the large ones that 
. aro$e only in the 1930V 

Voluntary Medical and Hospital Insurance. In spite of 
their names as "medical'^ or "hospital" organizations, 
virtually all the funds provide insurance for both doctor 
and hospital care. The basic procedure for doctor's care 
is . for the fund to indemnify t)ie patient for approxi- 
mately '7J) to 80 percent Of the fee charged, up to the 
limit of a schedule of ''most common fees;" thh is calcu* 
lated separately, through studies of the modal value 
actually charged by a sample of doctors * for each of the 
six states. The doctor js required, under the law, to 
inform the patient about the "most common fee"- for 
the service to be given, but he is free to charge more 
thin this; if the patient agrees, he then is obligated to 
pay the difference out-of-pocket. For an office visit to a 
general practitioner in New South Wales in 1970, for 
example, the "most common fee" was $3.50 (in South 
Australia it was $2.80). (2*) The patient is ordinarily ex- 
pected to pay this amount directly, to the doctor j^d 
then » on presentation to his insurance fund of the re- 
ceipted bill — he receives a "rebate" ("reimbursement" 
or "indemnification," we might call it) of |2.70. Person- 
ally, therefore, the patient's co-payment is 80 cents or 
about 23 percent of the charge. A substantial, but inde- 
terminate, percentage of doctors, however, charge liiore 
than the common fee, so that the co-payment may end 
up at a higher figure both absolutely and percentage- 
wise, f^*) Initial contact with a general practitioner is 
encouraged, and consultation with a specialist through 
referral, by payment of a higher specialist fee Only if the 
patient has been referred by a general practitioner. 

The 1970 amendments stipulated that there be a top 
ceiling of $5" in co-payment obligations, no itiatter.how^ 
high the doctor's bill (even for expensive surgical oper-* 
ations), so long ks the common fee was actually charged. 
Obviously this (Veiling is operative only for doctors observ- 
ing the. schedule of common fees; for more affluent 
patientSf the common fee is frequently exceeded. (2*) 
One indirect reflection of how frequently this occurs is 
the rate at which doctors accept "assignment" of their 
charges by the patient to the insurance fund, which is 
permitted under the law. This means that the doctor 
would send hii bill to the patient's insurance fund from 
which he would receive approximately 80 percent of the 
common fee, collecting directly from the patient only 
the 20 percent balance. The Australian Medical Associa-^ 
tion, however, officially discourages use of the assign- 
ment mechanism on the ground that it interferes with 
the doctor'i freedom and may impair the doctor-patient 
relationship. Accordingly^ it is estimated that only about 
40 percent of insuttcd medical services are paid for 
through assignment; for 60 percent tlie patient must pay 
^ the whole doctor's fee and tlien seek indemnification 
("rebatfc'^-- which quite legally may amount to less 
thai;i 80\»iercent of the actual charges. 

Tjhe ifebate received by the patient 6t the amount 
paid, through assignment^ to the dpctor is actually com- 



posed of two parts. Recalling the subsidy principle Of 
^the whole Australian . health insurance scheme, we find 
' *that it is^erived ab(iut half ojut of fund member premi- 
ums and^bout half but of the grants received from the* 
federal government In 1973, the federal subsidy 
amounted to an average of 47 percent per medicad claim* 
It is this subsidy', of course, which makes fund premiums 
so low that about 80 percent of the Australian popula- 
tion have become enrolled in insurance fun.ds, as of 
1972.(26) : V . ^ 

This 80 percent estimate (although some of the insur^' 
ance fund spokesmen claim coverage to be closer to 85 
percent), made by the-Director*Ge'neral of Social Secur- 
ity in July 1974f hic4udes a relatively small number of 
low income persons who were induced to enroll by the 
additional sMbiidy Jot these proplc provided for in the 
1970 amendments. These actually numbered in 19173 
only 36,475 persons — or only about 4 percent of the 
roughly 1,000,000 Australians (unemployed, indigent 
. persons, new migrants during their first two months in 
the country^ etc.) estimated to have been eligible. This 
implementation of the Nimmo Report recommendation 
(and thf Itp^ amendment^iirsuant to it) hail been weak, ' 
in spite of aggressive efforts to reach and persuade these 
disadvants^ged people to join a fund. It may be consid- 
ered one of the inherent deficiencies of the voluntary 
insurance principle, at least^or a certain segment of the 
population. (2*^) Some of mt uninsured 20 percent, it 
must be realized, however, are covered by the Pensioner 
Mcdical^Scrvice and other statutory programs to be dis- 
Cus^sed below. 

There is still another federal government subsidy of 
the insurance furfds* which was introduced in 1959 (well 
before the Nimmo Report) to fortify the voluntary en- 
rollment principle. This is the government support of 
so-called "Special ACcount^^ cases, which involve medical 
and/or hoipftal expenses for pre-existent or chronic con-~ 
ditions. By assuming this financial load, the government 
felt justified in compelling the funds to eliminate their 
frequent restrictions on the treatment of pre-existent 
conditions. The placement of particulat insurance cl^s 
in tlie "Special Account" category, understandably 
enough, has been a subject of some contention between 
the government and the funds. 

Enrollment of people in the health insurance fuftds of 
Australia is' done in strikingly different ways from those 
that have^ evolved in the United States. The vast major- 
ity of Americans with voluntary health insurance have 
been enrolled through their place of employment or 
Other locial groups/ By contract, about two-thirds of 
insured Australians have been incfividually enrolled. (2") 
Much of this is done by local pharmacists, who get com- 
missions f^r their marketing of fund membershij^s. This 
adds to administrative expenses, and the government has 
attempted to encourage employers to collect premiums 
on behalf of their employees. Moreover, virtually all 
working people pay*thc premiums themselves, without 
contributions from employers as *'fringe benefits" — so 
widespread in America. This is evidently attributable not 
only to the governmental subsidies, which make the 
premium cover only about half of the cost of the bene** 
fits provided, but also to a strong tradition in Australian 
labor circles, regarding such employer favors as "pater- 
nalism." Art^r gains won in collective bargaining have 
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been wanted solely in hard cash. This feeling, in turn, is 
partly tracc^ to the descent of so many Aust;raUanf from 
convict laborers, among whom an anti*patemalistic spirit 
wa$ naturally deep. Only recently has an occasional 

,^^jjliion bar^tuned for employer contributions toward 

/health insurance premiums^ 

The payment of bene.fitlfor hospital car^, |n contrast 
to doctor's bills, is nearly always made by the insurance 

^ fund» directly to the hospitals (equivalent to the ''assign- 
Inent" method). Here again, government subsidy plays a 

*Iarge part/ but it ukcs a different form. The principal 
public subsidy of hospital costs is through state govern- 
ment support of about 50 percent of the operating 
expenses of all so-called "public hospitals.'* (These 
include not only hospitals built and controlled by 
governmental units^ but also voluntary non-profit insti'* 
tutions that are so approved; this Will be discussed 

* Below.) The federal government subsidy is currently a 
flat 12 per patient^day in p^ubiic ward beds of public 
, hospitals, if the patient is insured; if he is not insured the 
federal subsidy is only 80 cents. These amounts \Vcre 
established in 1958, wheri they covered a reasonable 
fraction of hospital per diem costs (and the differential, 
served as an incentive to enrollment in a fund), but they, 
have npt been adjusted as hospital costs have risen, A 
third goveirnmental subsidy is for the cost of most drugs 
used for all (both insured and non-insured) hospital : 
patients, through the Pharmaceutical Benefits $cheme 
(discussed below). * 

The voluntary insurance benefits paid to the hospital 
arcf^ thenj, obVjously much less than the total costs, (^^) 
For some years these benefits were extremely varied 
among the different funds, but since the 1970 amend-* 
ments have become standardised at three levels: |20 per 
day for a public ward bed, $30 for an intermediate bed, 
and $40 for a private bed'-- these applying to beds in 
either public or private hospitals. The insure^ person's 
premium corresponds to these ^enefits. A majority of 
fund members seem to elect m ter mediate bed. bene- 
fits. (^^) If, however, a person with insurance for public 
ward care chooses to use a private room, he may do so 
by paying the difference himself. Even the private bed 
benefit of $40 ])er day, however, may not be enough to 
meet the full hospital charges for such a bed, especially 
in a private^hospital, and here again the patient must pay 
the difference personally. 

Hospitals may have still further sources of income 
from endowments, contracts with teaching institutions, 
Or from other sources. All together, /it is evident that 
hospital financing is complex. A rough estimate of the, 
sources of coverage of the average hospital bill for an 
insured person in Australia, using a public hospital, is as 
follows: 



Source ^ Percent 

Stake government 50*60 • 

Health insurance 20-30 

Federal government 10 

Ferional and other 10 ' 



In fthe private hospitals, which have only a small 
minority of the total beds in general facilities (see 
below)^ the state government subsidy is lacking, so that 



the proportion of costs payable by the patient person* 
ally and by health insurance tends to be much higher. 
Because of the '^competition*' of public hospitals, how- 
ever, private hospital rates are somewhat restrained, and 
the capacity of these hos[!^tals for sophisticated service is 
correspondingly tliipited. Some private hospitals do not 
accept assignmeik of iniurance benefits, and the patient 
must seek reimbursement from bis fund, as for doctor 
bUls/ 

Finally, a word should be said about the role of the 
health msurance fujclds in quality or cost review of medi^ 
cal or hospital claims. Essentially this is limited to estab- 
lishing the fact that the applicant for reimbursement is, 
indeed, insured and that the services rendered were 
covered. Hospital out-patient Services, for example, arc 
not covered. Specialist fees, as noted, are payable only 
on referral, and evidence that the specialist is duly quali* 
fied as such. But consideration of the appropriateness of 
a medical procedure, the reasonability of the length*of- 
Stay in a hospital, or other considerations for protecting 
quality or economy are quite absent/ Such monitoring is 
looked upon by the Australian Voluntary funds as un- 
warranted interference with the practice of medicine. 

These then are the main^/eatures pf the subsidized 
Health Benefits .Plan, covering; about 80 percent of the 
population for physician^s and ^lOipital services. Before 
proceeding to discuss other Important components of 
the over-ail . Australian health care system, it will be 
worth considering certain criticisms of inadequacies that 
have been increasingly articulated in recent years. 

Inadequacies and Criticisms* Since some years before 
mounting criticisms had generated the Nimmo Com- 
mittee of Enquiry, inadequacies in the 'coverage, bene- 
^ts, and administration of the voluntary insurance 
program had been pointed ou^ by critics* (^*) But even 
today, after, the ^improving amendments of 1970, criti- 
cisms continue, and these have perhaps beconie more 
prominent since the election of a Labor Government in 
late 1972;* - 

First of all is the question of population coverage. 
Despite 40 years of operation of the large open^fCinds 
(and longer years for the friendly societies) and substan- 
tial government subsidies, some 2p percent of the popu- 
lation remains unprotected^ While this 20 perceQjL ; 
includes pensioners, who are entitled to certain medical 
services under a separate scheme, the range of services 
open to them, as we shall see, has definite restrictioru. 
Most of the uninsured, however, are persons of low 
income who have not enrolled in a fund, in spite of 
special Supplementary subsidies to whicK they are en- 
dtled, as well as new migrants after their first two 
months, yOung people who wish to "take a chance'* on 
not needing medical care^ or simply the thousands foimd 
in any population Who, because of carelessness or ne- 
glect, do not take the steps necessary to protect their 
own Interests. This inadequacy of voluntary enrollment 
is, of course, not uiiique to Australia. Sweden and 
Norway, for ^ example, despite tbeir long histories of 
mutual aid societies, still found 20-25 percent of their 
populations non-insured for health care until insurance 
was made compulsory in the 1950's. 

The scope of services under the national Health Bene- 
fits Plan is intended to cover the main coniiponents of 



mcdicfti care — doctor^* and hospital services — but, 
except for special arrangements in a few of the smaller 
dosed funds, there arc no benefits for many services 
outside the hospiuU Not covered are hospital out- 
patient services, physiotherapy, eyeglassesj home nurs- 
ing, podiatry, dental services, prosthetic appliances, nor 
other such ancillary services importsint especially for 
treating or rehabiliuting the chronically ill. (Drugs 
are provided through Australia's unique Pharmaceutical 
Benefits Scheme, which is entirely Commonwealth 
financed and haj| np connection with the voluntary 
insurance fiinds.)' 

Thirdly, even for the covered medical and hospital*' 
services, the protection is not complete and cost-sharing 
by the patient is appreciable. The proportion ha* varied 
from year to year, and in 1973 it was estimated to aver- 
age Ap percent of medical charges. With*th? current 
ger\c|4l inflation, this percentage m^iy be expected to rise 
arifl constitute a hardship for many faniilies of modest / 
means. ^ . . 

Fourth is the generally cumbersome administrative 
niechanism of operation of tKe insurance program. 
Since, as noted esurlier, most doctors do not iccept 
assignment of their claims, the patient is usuaUy put to. 
the inconvenience of seeking "rebates" later at his insur- 
ance fund.. While this may Tbe done by mail^ the need for 
feady cash is evidently great enough that in the benefit 
fund offices each day one see* long qyeues of people 
waiting to present their claim$ and g^t reimbursements 
on the spot; less than half of the claims arc processed 
through the mails, which evidently takes longer. For the 
minority of doctors who accept assignAient and Send 
their claims perio^cally to the insurance funds (some-r 
times called "bulk-billing"), it is argued that surveillance 
by the patient of the accuracy of claiAis is lacking. 

A fifth problem relates to certain features of the 
Australiait income tax la\y!^ and has implications for the 
equity o^ impact of medical costs. Under the law, all 
medical Expenses, including b<Jth. insurance premiums^ 
and all (Jjersonai outlays, are taxKleductiblc. Since the 
income ,tax is, progressively scalecf^ the result is that th^e 
net cost of health insurance for a high income person ik^) 
lower than the same premium for a low income person. 

A ifixth criticism is the relative inefficiency of 90 
separate, and competing, voluntary insurance organiza- 
. tions /to adminuter benefits for a nation of 13,000,000 
people. Administrative expenses amount to about 12 to 
15 percent, half 'of which are for premrium collection; 
much of this is done through local pharmacies thjit are 
paid commissions. Yet, as noted earlier, there is virtually 
no surveillance of the propriety j?f claims. Related to 
restively high administrative expenses is, according to 
critics, an unnecessarily high ratio of reserve monies kept 
by several of the larger funds. These monies are often 
used for non-health related investments, which has led to 
the attack on some funds as **finance cdmpanies." Com- 
pared to governmental administration of health and 
welfare programs, the general style of the large open 
funds appears Somewhat lavish, with elegant executive 
suites in their modern buildings, the use of private air- 
planes, and a manner more suggestive of big business 
corporations than of non-profit health agencies. v 
Because of these and other criticisms, the Labor 
Government elected in December 1972 took action 



rather promptly to overhaul the entire Subsidized Health 
BenefiU Plan. In August 1974, .at a special joint sitting 
of both hquses of the Australian Parliament— a Constitu- 
tional provision never previously invoked — there was 
enacted a new National Health Act that would extend 
coverage to 100 percent of the population, widen the 
scope of benefits, simplify administration, and make 
numerous other changes. ('^) As of this writing, the new 
law is in the process of being implemented, and its pos- 
sible effectr on.health services and health manpower in 
Australia will be considered in the final chapter. 



Other National Health Care Programs 

'While the Subsidized Health Benefits Plan is the 
eentral pillar of the Australian health care system, it is 
supplemented by several other organized programs at 
national and state levels, some of which have been al- 
luded to in the earlier discussion of^historical develop- 
ments. Here we will summarize these principal programs 
at the national level as they currently operate; These are 
the Pharmaceutical Benefits Scheme, the Pensioner 
Medical Service, the Repatriation Department Health 
Service, and the Nursing Home Benefits Program. These 
^our, as well as certain smaller programs, are financed 
almost entirely from federal consolidated revenues (we 
would say "general revenues'/) and administered by the 
federal government. / 1 ' , ' 

jPharmaceutical Benefits Scheme t 

After its stormy onset in the 1940's, thi| program of 
publicly financed prescribed drugs has settled down as a 
fully accepted part of the health care system. Unlike the 
Subsidized Health Benefits (voluntary health insurance) 
Plan, it covers th<i entire population. Through gradual 
widening of the , approved list, some 90 percent of all 
drugs prescribed in the country are included, and the 
patient, with some eXCeK)tions, pays only a flat $1 co- 
payment, regardless of the cost of the prescjription. The 
exceptions include pensioners. Repatriation beneficiaries 
(vetefans), and some other handicapped or indigent 
persons who pay nothing. The pharmacist then sends his 
bill, minus the $1, to the national Department qf Health. 
Regulations control the amount charged by the pharma- 
cist (or **chemist" as he may be Called \^ Australia)^ 
based on the wholesale cost of the drug,'plus a one-third 
overhead mark-up and a dispensing fee* There are also 
relatively detailed regulatfons restricting certain drugs, 
such as narcotics or some antibiotics, for the treatment 
of specified conditions, unless special approval is ob- 
tained from the Commonwealth Director of Health* 
There are also maximum quantities allowable per pre- 
scription. 

The program covers Jn-hospital as w^ll as out-of- 
hospital drug costst The federad Department of Health 
pays the hospitals directly, according to a rather compli- 
cated formula. For these in-hospital drugs, the patient is 
not charged the $1 co-payment fee. 
^ , Under the Liberal Government, the wholesale price of 
drugs charged by the manufacturers, many from over- 
seas, w^s not negotiated very rigorously, and was paid 



^thout competitive Ridding. Thii has yielded good rela- 
tionshlpt with the drug companiei, but rather steeply 
rising costs to the national budget. Between 1961 and 
1971, for example, federal expenditures for drugs^rose 
from '49 to 133 million dollars, not counting payments 
for in-hospital prescriptions. 

The locid pharmacist, of course^ sells many over-the- 
counter driigs (like aspirin, vitamins, etc.) and, as in 
America, various cosmetics and sundry products. Oh pre- 
scriptiojps, he is expected to be alert to the dispensing of 
safe doiilages (in case the physician has made an error) 
and alsci on the 'lookout for possible drug interactions 
between* two or more drugs prescribed for the same 
patient, ^f such a hazard is detected, we were informed 
by a faculty member of a School of Pharmacy that the 
pharmacist would ordinarily inform the patient, rather 
than the doctor. If he contacted the doctor, he might be 
accused ot "interference" with medical practice. 

Pensioner Medieal Service 

Pensioners, as noted earlier/ include mainly but not 
solely ttv^ aged (over 65 years for men and 60 for 
women) who pass a means test. For the approximately 
62 percent of aged persons who qualify^ plus the small 
number of bther beneficiaries, the benefits consist of the 
services of general medical practitioners (never specialists 
for ambulatory care) and hospitalization in the public 
wards of public hospitals. An estimated eight percent of 
the Australian . population are eligible for thii serv- 
ice.'^^) The general practitioner must charge lowcr- 
than-average <Jr "concessional" fees that are submitted 
to the Commonwealth Department of Health.* Because 
of the lower fees, the general practitioners have fre- 
quently expressed discontent, but with a high volume of 
8.2 'office visits per pensioner per year, nearly all G.F.s 
participate in the (>rogram and get average annual eai^i** 
ings of about $3000 from it. 

The lack of access to specialists on an ambulatory 
basis means that many pensioners- are admitted to the 
hospital for specialist care which could really be given 
outside. About one-third of all public hospital admis- 
sions are for aged persons (both pensioners and non- 
eligible aged) who constitute only one»eighth (over age 
60) of the population. This has led many to regard the 
Pensioner Medical Service as giving a second»class quality 
of care. Nevertheless, unlike the general voluntary health 
insurance program, the PMS has been subject to quality 
review by the Go riimon wealth government; periodically, 
federal doctors make visits to all participating general 
prattitianers to assess the quality of their work and to 
discuss problems. There is also in each state a Medical 
Services Committe^, appointed by the federal Minister 
of Health, which is intended to investigated pensioner 
complaints against practitioners. 

The waiver of a co-payment charge on drugs for pen- 
sioners has been mentioned. If a pensioner, however, 
wishes to have specialist care out*of-hospital or to 
choose his own doctor within a hospital, he must pay for 
this himself or enroll in one of the voluntary , insurance 



^ Since 1973, claumt areJiandled by the Natlonil Dqpartmcnt of 
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funds. Relatively few pensioners can afford this, al- 
though other old people who are not poor enough to 
qualify for the PMS are often insured through one of the 
funds. 

Repatriation Commission Benefits / 

Growing out of World Wars I and il,'th^re has devel- 
oped in Australia a network of ^3 general hospitals 
(maiiily former military facilities) for the treatment of 
returned or "repatriated" military veterans J'^) In- 
tended originally for those with war-connected disabili- 
ties, the scope of eligible persons has gradually widened; 
The definition of a service-connected disability is very 
liberal, so that tuberculosis or other disorders that may 
start years after military service are often attributed to 
the "intangible effects" of that experience. Also^ w\^dows 
and other dependents of servicemen, whose deaths are 
accepted as due to war service, are eligible. 

Hospitals of the Repatriation Commission are located 
in all the main cities of Australia, and many are affiliated 
with medical schools and other training institutions* If 
an eligible veteran not near a. Repatriation hospital needs 
Care, he may be treated in a nearby public hospital, for 
which the Commission pays. This entirely federal pro- 
gram has a , reputation for giving high quality service 
through its carefully appointed full-time salaried staff. 

Nursing Home Benefits 

For patients, mostly elderly, with long-term illness 
Australia, like the United States, has a large numtjer of 
relatively small nursing homes — about 1200--in 1971 
with 47,000 beds. About one-fourth of the beds^are in 
public facilities operated by state or local governments. 
Three-fourths are private units, and about three-quarters 
of these are operated for profit, while the balance are 
run by religious or charitable bodies. Since 1963, the 
federal government has paid per diem benefits for all 
patients in both public and private nursing homes, so 
long as they have been approved as meeting standards of 
staffing and physical conditions. 

(36) 

These benefits 

— $3.50 per day plus a supplemental $3.00 for patients 
requiring intensive nursing care — exceed, it may be 
noted, the Commonwealth subsidies to general hospitals. 
The reason is that the gres^t majority of these long-term 
beds are in private facilities not financed, like hospitals, 
by the state governments nor covered under the volun- 
tary insurance plans. In these private facilities, most of 
the costs, thereforci must be met by patient fees. 

Over the years« the levels 4>f these federal per diem 
subsidies to nursing homes have increased (unlike the 
federal hospital benefits) but still not at a rate commen- 
surate with the rise in costs« Pensioners- using private 
nursing homes (a large proportion of the total) ^ust 
ordinarily use their cash pension for meeting these costs, v 
but other aged or chronically illl patients must bear the 
costs from personal or family resources. As in other 
industrialized countries with an aging population, the 
problems of institutional eare continue to mount s(nd 
the pressures for greater federal or national funding 
increase. , ■ ^ 



There arc other feder^iUy supported health programs 
of smaller scop^that need only be mentibiicd. Services 
for the mentally ill are mainly a state responsibility, But 
relatively small federal grants are given to upgrade the 
quality of mental hospitals. Likewise federal grants go to 
the states to assist in the anti-tuberculosis campaigns. 
Federal gS^ants are also made to organizations! providing 
home nwrsing service, so long as they are non-profit and 
are supported also by ibmc unit of state or local govern- 
ment. The Disabled Persons Act of 1963 provided for 
grants to non-profit organizations toward capital costs of 
construction of sheltered workshops or residential units; 
in 1967, this was expanded to include i;^erfonal subsidies 
for disabled persohs in sheltered employment on a 
graduated scale according to a means test. '^'^ The 
National Health and Medical Research Council subsidizes* 
largely biomedical research. (^^) Health services research \ 
is generally' funded by the National Hospitals and Health 
Services Commission established by the Labor govern- 
ment in 1973. 

It is, thus, evident that a great variety of federally 
subsidized or supported health programs have evolved in 
Australia *since about 1950. Some, like the Pharmaceu- 
tical Benefits Scheme or the Pensioner Medical Service, 
are financed and operated entirely by the federal govern- 
ment. Others, like the basic medical and hospital insur- 
ance program or the smVler subsidy schemes just noted, 
involve a relatively complex combination of federal and 
local funding sources, in ,:vvhich federal assistance is de- 
signed to strengthen statej?# locally operated activities ^ 
under either public or privatejponsorship» 

Many other health serviciyi are principally the respon- 
sibility of state government and these Will be consid- 
ered next. 

State Government Health Services 

In all six Australian states there are various combina* 
' tions of agencies responsible for the operation of public 
hospitals, for the general public health programs, for the 
mental health services, and for other selected functions. 
In no two states is the administrative jpattern exactly 
/Similar, although the movement has clearly been toward 
f coordination of the three major sectors of official health 
activity* In addition, at the state level are other health- 
related programs for worker's compensation (for work- 
related injuries), for protection of school children, and 
other special objectives. Voluntary health agencies also 
cArry many responsibilities, with assistance from state 
govern men ts» , * 

SUtc Health Administrative Patterns 

Victoria, with its relatively strong conservative tradi* 
tion, and Western Australia, with its newer frontier 
quality^ are states in which each of the three principal 
governmental health sectors (public health, hospitals, 
tand menUl heallth) is administered by separate 
department, although each of these reports to a single 
Minister for Health. In South Australia, the public 
hospitals and mental health services are united in one 
department, while the public health services are in a 
^ separate department, both coming under one Minister. 



Tasmania has brought together the public health services 
and the public hospitab under one department's dircc- . 
tion, while mental health' services are in a separate 
department — again under ai single Minister* Queensland 
has a unified Department of Health, with subdivisions 
for the three major and several other minor responsibil- 
ides. In New South Wales, Australia's most populous 
state, the three major functions have also.recently iTeen 
amalgamated — not under a"^ Director-General but under 
a full-time Health Commiuion.(^^) 

Jhere are numerous other specialized functions, like 
ambulance services, registration of the health profes- 
sions^ sometimes tuberculosis control, sometime! medi- 
cal research, which may occupy special autonomous 
positions on the various state organization charts, al- 
though they invariably bear legal responsibility to the 
Minister for Health. 

A detailed accounting of all these state governmental 
health services would be beyond the" scope oT this report, 
but certain aspects with special relevance for health man- 
power may be discussed. 

Public Health Services 

The variation in the scope of public health responsi- 
bilities and their administrative arrangements among the 
Australian states almost defies generalization. In nearly 
all the states (except recently in New South Wales), most 
environmental health protection is a major responsibility 
of the Department or Kvision of Public Health. This 
often includes inspection of housing, radiation hazards, 
noise abatement efforts^ as well as the tradi^l^f)ra|. water 
and sewage components of sanitation. Epidemiology and 
control of acute communicable diseases are also basic 
public health functions in all the six States, along with/^ 
venereal disease control in most states. In Tunri^u, VD 
clinics are conducted by the public hospitals. Imnmniza- 
tion clinics are still run by many local government 
councils, but they will become a function of state 
governments eventually. Health, education on matters 
like nutrition, anti-cigarette-smoking campaigns, and 
drug abuse are further functions in all these jurisdictions. 

In most other fields associated with publip health 
agency responsibility in the United* States, there are 
often special airrangements in selected states. In South 
Australia, for example, the school medical and also 
dental seryices come under the wing of the Department 
of ftiblic Health, but the basic maternal and child health 
fcrvices have long been conducted by a voluntary 
'* Mothers and Babies Health Association. t^^) This 
organization, which 1s heavily subsidized by the state 
government, employs its own nurses specializing in well- 
baby care and parental guidance (including offering 
parent-craft claues), and its clinics see about &0 percent 
of the newborns in South Australia. In all Australia, 
families of every income level use infant welfare centers 
for general health guidance. Immunizations, on the other 
hand, are given by the personal physician, who is paid 
for these through the voluntary insurance funds. 

Tuberculosis control Is another function which in 
some states is carried out by a separate commission, 
funded dircctiy through federal grants. This is the prac- 
tice in Tasmania and Victoria. Ambulance^ services are 
also sometimes a function of the Health Department and 
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sometimes, as m New South Wales, Queensliind, and 
Tasmania, the provitfce of a separately directed and 
funded commission. (In New South Wales, however, 
they will be taken over' by the integrated Health Com- 
mission in July 1975.) The non-governmental St. John's 
Ambulance Association (found in many British Com- 
monwealth nations) plays a supportive role also in most 
of|jthe states » and carries principal responsibiiities in 
South Australia and Western Australia. TKe Royal Flying 
Doctor Service, of which more will be said in the next 
ch{ipter» is still another important vojuntary transport 
agency ,**which operates in all the states quite autono- 
mously, although with substantial federal subsidies. 

Occupational health service is another field recently 
developed by several of the state public health agencies. 
Family planning is occasionally offered as a service in 
Health Department maternal clinics, but more often by 
separate Family Planning Associations which receive 
some federal subsidies. Research, as noted ^earlier, is a 
function of the -National Health and Medical Research 
Council, which gives grants to universities and other 
local entities, and accounted for 68 percent of medical 
research outlays in Australia in 196S (the jrest coming 
from state or local private sources). Only in Ney^ South 
Wales is there a well-developed Health Res|^ch and 
Planning Division, attached to the integratM Health 
Commission, for studies fn the fiel^ of health service 
organization. In South Australia, (here is a semi- 
autonomous Medical and Veterinary Science Institute, 
which — along with a few private pathology labora- 
tories does all the out-of-hospital clinical laboratory 
services for doctors in that state. 

Under the state Minister of Health, usually in separate 
bodies, are the various Registration Boards for the ticaltli 
professions, which will be discussed in a la^er chapter. It 
is noteworthy that, throughout Australia nearly all local 
public health activities are performed by the state agen- 
cies, except for certain sanita^on functions perforhied 
by loca|;govemment employees in some states. I 

It is perhaps the separatism in Australian states so 
many traditional public health functions that has led, as 
we shall see, to new recognition of the need for a 
'^community health nurse,** who Would combine several 
traditionally differentiated functions. Ahd this has been 
further stimulated, perhaps, by i\\c operati6n in practi- 
cally all the states of a voluntsiry though subsidizicd 
Royal District Nucsing Service, for home care of the 
chronically ill. ' I 
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Psychiatric Services 



Throughout Australiat the oneration of men^tal hospi- 
tals and community mental health clinics is a state 
responsibility, according to the diverse administrative 
patterns summarized above. Remarkable, in comparison 
with the United States, is the fact that the great 
miyority, about 80-9|0 percent, of psychiattists are 
engaged fulUtime, or nearly lo, in thqse governmental 
institutions, ' " 

In Australia, as in the U.S., since the mid-1950*ii there, 
has been a steady declihe in the census of meiital hos- 
pitals, as patients especially senile cases were dis- 
charged. Since 1964, federal grants were given to build 
up community merftal health centers or mental wards 



attached to community general hospitals. 

These 

grants have also been used to establish hostels for the 
mentally ill, who can get along in the larger society, and 
for the mentally retarded, staffed by non-medical per- 
sonnel but accessible to^consultatipn. 

Since a great deal of Ycrment characterizes the 
training of new types of personnel for mental health 
se/vice, this field will be more fully discussed in a later 
chapter. , • 

Piiblic Flospitals 

Over-all responsibility for*^*public hospitals'' (in the 
Australian sense, including both governmental and 
voluntary non-profit ins^tjtutions receiving public sub- 
sidies) lies with the state governments, under the various 
administrative arrangements noted above. Since the great 
majority of general hospital beds in Australia are in such 
institutions, this is a large responsibility, both financial 
and operational. Approval of budgets of the public hos- 
pitals is required from the state authority, as well as 
supplemental allocations to make up for any justifiable 
deficits.W2) ^ 

Regulation of the public hospitals is exercised by this 
direct iHscal con4£ol and the promulgation of numerous 
standards and operating procedures. For private hos- 
pitals, the same state agency simply has powers of 
inspection and licensing, In^fbur oj the states this is the 
partment of Public Health (or its equivalent^, but in 
Victoria |t is the Hospitals and Charities Commission and 
in South Australia, the local Board of Health. Without 
fiscal sanctions, the influence of this licensing authority 
is said to be weak, and quite recently as will be dis- 
cussed later ^ Australia has begun to develop a non- 
governmental quality promotion program « equivalent to 
America's Joint Commission on the Accreditation of 
Hospitals. 

The internal pd't terns of hospital administration and 
medical staff organization will be discussed below, and 
tlie supply and distribution of hospital beds, in the next 
chapter. 

Health Regionalization 

As Australia has developed^ and its separate state 
health agencies have become more complex, there has 
;irisen in several states a sense of need for regionalization. 
Every state is geographically large,^ and the importance 
of integrating the public health, hospital, mental health,^ 
and other services has been perceived as a need for 
decentralized authority.. Since the Labor Government 
election in 1972, this principle has beei} particularly 
promoted, 

New Soutli Wales, with iti; integrated Health Commis- 
sion,^ has so far gone the furthest in regionalization devel- 
opments,(^^) The state has been divided into 13 
regie IS — 6 metropolitan (in and around Sydney) and 7 
rural. The urban regions l)4tve populations of 500,000 to 
1,000,000, while the ruraj have 100,600 to 230,000 
. people. Within ieaqh area, tlie Regional Director is 
responsible for all the health sectors — public health, 
hospitals, and mental health ^ under broad state-wide 
standards. An over-all budget is submitted by tlie 
Regional Director to the State Health Commission, and 



once approved it is under his control. Only** capital , 
projects exceeding a cost of $40,000 require prior ap- 
proval of the Commission. All hiring of staff is done at 
the regional level, except for approval being required if a 
totally new type or series of personnel is established. 
Requests for special federal head th grants may originate 
i|i the region, but require submission through the State 
Health Commission. 

The Western Metropolitan Region was the first to be 
established in New South Wales in mid.l972.<**) A 
Regional Healthy Council of 10 members^ representing 
the principal health service entities in the region, is 
appointed by the State Minister for Health, with the 
Regional Director serving- as Chairman. Also, there is in 
this particular re^on an Advisory Committee of 80 
members, set up voluntarily to assist on health service 
planning. In addition to spokesmen for the hospitals, 
schools, local government, etc., this Committee has con- 
'sumer representatives. The specialized personnel in the 
Regiona^ Health Office staff, such as the Chief Nurse or 
Sanitary Inspector, may seek technical advice from the 
N.S.W. Health Commission central office, but all line 
responsibilities are to the Regional Director. Likewise 
the staffing of all public hospitals in the region must be 
approved by the Regional Hospital Consultant, within 
flexible guidelines from the State office. Many training 
functions are carried out under the direction of the 
^Regional Health Office staff, and these will be discussed 
in a later chapter. The Western Metropolitan Region of 
N:S.W. is of relatively low income and deficient in health 
manpower and hospital beds, so that enlargement of 
these resources is seen as a major part of its objectives. 

The ^Jortherri Metropolitan Region of N.S.W. is, by 
contrast, relatively prosperous. It is composed mainly of 
affluent suburbs (population - 850,000), with a gcncr^ 
ous supply of doctors and nurses. In fact, the chief 
problem in staffing its public hospitals is recruitment of 
the house-keeping level of employee; these low-paid 
workers cannot afford to live in this region and commut* 
ing around Sydney is expensive. To carry out program 
planning, the Regional Director here has appointed tech- 
nical advisory committees on the principal local health . 
problems such as trauma, cardio-vascular disease, cancapi^ 
mental disorders, virus infections, dental disease, 
These committees ari^ planning programs of health edu- 
cation on safety, exercise and diet to reduce heart 
disease risks, anti-smoking campaigns, clinics for alcohol- 
ism or drug abuse, and so on. , 

In other states, like South' Australia and Queensland, 
regionalization is just getting tinder way. South Australia 
intends to encourage regionalized relationships iimong 
hospitals through discriminatory approval of sta*f{ing and 
equipment ifl relation to a hospital's size and place in the^ 
regional hierarchy. Thus, hospitals/ under 50 beds will 
have 1.2 personnel per patient, 50-200 beds will have 
about 1.5 personnel per patient, and hospitals of over 
200 beds 3.2 personnel per patient. In Queensland, on 
the other hand, it is intended that the rftgionalization 
plan, dividing the state into 4 to 8 regions, would initi- 
ally concentrate on public health and^ommunity mental 
health services. Only later would the jregions encompass 
hospitals, which have been customarily subject to cen- 
tralized cjyrftrol from Brisbane. 



Other health related activities at the state govern* 
mental level include two forms of compulsory insurance. 
The Workers' Compensation Acts compel the employer 
to insure his. workers against both wage-loss and medical 
costs due to work-related injuries.(*^^ This insurance is 
carried by authorized private insurance companies super- 
vised by the state agency/Secondly, the Motor Vehicle 
Third Par|y Insurance Acts require every car-owner to be 
insured for personal injury to others, and likewise this 
insurance is ordinarily carried by commercial companies. ^ 
In both of these programs, medical care is given in the' 
regular public or priyate hospitals, with paym<^nt$ made 
by the insuring company. By reason of this compulsory 
insurance, a low-income person, who might ordinarily 
seek care in a public ward (without choice of doctor), 
may be served in a private bed or in a private hospital, 
Vith free choice of the doctor who is paid an insurance 
fee. 

In Australia, as in the ^United States, a number of 
'profilems have resulted from both these types of state 
law. Under workers* compensation, benefits have aver- 
aged only 60 cenU on the premium dollar^ the rest being 
consumed by insugtnce company administrafion, 
marketing, and prx)fits. There have been long delays in 
litigated cases, and rehabilitation of the injured person 
has often been discouraged. As a result, a National Com- 
mittee of Inquiry (dhaired by Justice A. 0. Woodhouse) 
was set up in early 1973, which in July 1974 recom- 
mended change to a consolidated national system of 
compensation. This would protect everyone financially 
not only for industrial and motor-vehicle injuj", but 
for disability due to general sickness as welU(^^/ The 
medical care aspects would come under a revised 
National Health Insurance scheme/ ^ 

Patterns of Medical Care 'Delivery 

In spite of the variety of organizjrd heal tli programs 
so far discussed, the prevailing patterKjfor deirvej^ing per- 
sonal medical care in Australia is through individual 
physicians in private "st^rgeries" or offices. Most of the 
organized insurance and relate^ programs arc intended 
mainly to pay fees for this service. General hospital xare 
is less uniform in its delivery patterns, sinee there are 
important differences between public and private institu- 
tions, and the policies as well as the proportions of these 
differ among the states. The chief characteristic of deliv- 
ering ambulatory and hospital care may now be dis- 
cussed. ' 

Physician's Service 

As of 1971, there were about 16,000 doctors in some 
form of active work in Australia, or a ratio to population 
of about 1:813. About 65 percent of these are in private 
practice, earning their income principally from patient 
, fees, and about 35 percent in some* form of salaried 
'employment working for a hospital or other agency.(47) 
Roughly 40 percent of Australian doctors are general 
practitioners, compaccd to about 20 percent in America* 
lliis basic differential, as we shall see, has an important 
bearing on the entire attitude in Australia toward allied 
health personnel; the G.P., in other words, is an impor- 
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tant person in the medical S^ccnc. If greater needs are 
fKrrccived for primary care, the strategy applied is to 
strengthen his .position by backgiip staff, rather than to 
replace him with less fully trained personnel. This is the 
* principal meaning of the "community health center*' 
movehient, to be discussed in a later chapter. Attempts 
Vc also being made to increase «the proportion of G.P.S 
jn the medical j)rofession, and to upgrade their training. 

Of the general practitioners, about 40 .percent prac- 
tice alone, about 50 percent in partnerships of 2 to 4, 
and about 10 percent in medical groups of 5 or more. If 
one were to apply the American definition of Vgroup 
practice,'' fiowevcr, of *'threc or more doctors practicing 
together," the aggregate. in suchl teams would probably 
come to about 35 percent, witU 65 percent in solo or 
paired arrangements. / 

Despite this greater curreiu importance of general 
practice in Australia than in Aijncrica, the proportion of 
G.P.S has been declining. Graaually increasing propor- 
tions (since figures first became available around 193S) 
have been entering specialties, cither as private practi,- 
tiOncrs or as salaried personnel mainly in public hospitals 
or government agencies. Of all salaried doctors (predomi- 
nantly specialists or in specialty training), ov er ha lf are 
. engaged in public hospitals (including residents andTegis- 
trars' - see below), about one-fourth are in federal or 
St^tc government p6sitions, and the bal ance in teaching, 
research, or other agency: employment. 

The largest share, of specialists arc in surgery, foP 
lowed by internal medicine, obstetrics •gynecology, 
anaesthetics, psychiatry, patliology, ophthalmology, and 
radiology in that order. As in psychiatry, noted earlier, 
the majority of pathologists and radiologists are in sal- 
aried hospital posts. Except f^r the State of Queensland, 
however (discussed bclow)« the great majority of prac- 
ticing specialists — that is,' doctors finished with their 
years of training and qualified in one of tlie specialty 
"colleges" arc in*privatc office practice for the larger 
share of their time* Unlike the prevailing patterns in 
Europe, and more likc^tlie American model, their hos- 
pital work whether in private or public institu- 
tions is done mainly for private patients from whom 
(either directly or by way of voluntary insurance) they 
receive fees. For their treatment of pubHc ward patients 
in public hospitals, they formerly received only a token 
honorarium or nothing, but in recent years they have 
come increasingly to receive sessional payments.. 

Doctors in Australia, as in the United States tend to 
be very busy. The general practitioner works about 53 
hours a week, not counting additional hours that he is 
"on call" to his paticnts.f'^^) He sees about 150 patients 
a week. The specialist \vbrks only slightly less strenu- 
ouslv^ altiiough liis income is usually higher. The coun» 
try flineral practitioner works hardest of all. As wc shall 
see iiNjie next chapter, various steps have been taken to 
combat the maldistribution between cities and rural 
ar^s. ^Moreover, the general posture of tlic Australian 
Medical Association, unlike its American counterpart, 
has always been to promote an increased output of 
physicians. ^ 

Discussion of doctors' incomes across countries has 
little^meaning, with price levels, cost-of-living, exchange 
rates, and so on being so different. It may only be 



point^^d out that Australian doctors, compared with 
lawyers, engineers, or other professionals, earn* appreci- 
,5ibly higher median incomes. In 1968-69* -their average 
net incomes were 3.72 times average earnings for the 
nation as a whole. The rate of escalation of their in- 
comes, moreover, was higher than that for other occupa- 
-iiontt^ups over the previous years. Because of the 
operation of insurance and various other governmental 
programs, Australiam medical incomes are fairly well 
insulated from swings of the business cycle. Because of 
"recommended" fee schedules (even though they arc not 
mandatory) and their influence on reimbursement rates 
by the insurance funds, doctor's fees in Australia are 
essentially like "administered prices," not subject to the 
normal competitive dyna^iics of the private market-. 
place. 

Dentists in Australia are even more predominantly in 
private practice than physicians. Their numbers, nxore- 
over, are seriously deficient in relation to the demand 
— about 1:2700 people, with the ratio worsening. Small 
wonder, as we shall see, that auxiliary dental personnel 
to treat dental disorders Jn children arc being rapidly, 
trained in Australia, with no significant objections from 
the private dental profession. ' 

The third;principal class of health manpower engaged 
preidoipinamly ip private practice in Australia are the 
"c-htmists" or pharmacists. As in the United States, 
pharmacies offer many items for sale beyond drugs, but 
wtththe Pharmaceutical Benefits Scheme, the incomes 
of th^'^n^ion's 8400 pharmacists are fairly well assured. 
Only in s^me isolated rural communities, too small to 
support a phafmacist, does the doctor do his own dis- 
pensing of drugs* 

Optometrists and podiatrists, whose numbers will be 
considered in*:the next chapter, are the principal remain- 
ing health practitioners in private practice. Since their 
services have not, until the present, been included under 
the benefits of the health insurance funds, their ranks 
have not gfown . rapidly. Almost all the , remainder of 
health personnel - nurses of many levels, technicians, 
rehabilitation therapists, social workers, and others — do 
their work predoiihinantly in organized frameworks, on 
salaries - mainly in hospitals, but increasingly in health 
centers for ambulatory care. TlieSe organized patterns 
for delivering health service will be considered below and 
also in subsequent chapters. 

Hospitalization and Related Services 

The pattern* of delivf;ry of general hospital care in 
Australia is more diversified among the stfitcs, and 
among different institutions within each state, than 
probably any otfier sector of health service. From its 
beginnings, with the construction of the first hospital by 
the colonial government in Sydney Cove in 1788, the 
hospital system has been dominated bV .institutions 
built, owned, and operated by the sta^e public author- 
ities. When voluntary bodies, like the churches, began to 
build some hospitals in the 19th century, they soon 
came to be dependent on state government grants for 
the care of the poor and eventually were designated as 
"public hospitals?' even tliouglr controlled by private 
entities. Purely private hospita»i operated for profit. 
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(fame along 'later, as well as some non-profit hospitals ^ 
limited to paying patients. 

Types of Hospital and Classes of Bed. Thus today, ^ 
general hospitals in Australia are customarily classified 
as: . " 

Public hospitals 

State gover-nmcnt-owned • 

Voluntary non-profit 
Private hospitals 

Voluntary non-profit v * 

For profit 

Within the **public hospitals" of both sponsorships^ 
the .beds or wards are of three sub-types: (a) public, (b) 
intermediate, and-(c) private, the implications of which 
for patient care and financing will be discussed b^low. ' 
Within the "private hospitals," (with rare exceptions in a 
few of Iho non-profit category) all beds are private, in 
the sense that the patient is under the care of a private 
physician; amenities may vary, however, between single 
and multiply bed rooms. ' , , 

To give a sense of proportion among the four classes 
of general hospitals listed above, see Table 1. Thus, as of 
1971, it is/clear that the vast majority of beds are in 
"public hospitals" (82.2 percent) and 90 percent of 
these are in state-government operated facilities. (^^^ The 
relatively small average bed-size of the, public-state hos- 
pitals is ducAto a large number of quite small rural public 
facilities; the urban public hospitals, owned by govern-, 
ment, arc typically large. Tlie over-all ratio of general 
hospital ' beds in 1971 was 6.1 per 1,000 population 
-exceeding that of the United States (about 4.0 per 
1,000) by a wide margin. The average occupancy, not 
surprisingly, was lower than in America, being 71.0 per- 
cent in all public hospitals and 66.6 percent in all private 
ones. Unlike the Amerfcan scene, however, the distribu- 
tion of general hospital beds is actually more favorable 
in rural areas than in the large cities. In effect, the 
urbanization movement has proceeded more rapidly 
tlian the new bed construction, since the ratio of beds in 
metropolitan areas is 5.2 per 1,000, compared with 7.6 
in non-metropolitan areas. 

These figures on hospital beds by institutional spon- 
sorship and location do not tell us, however, about the 
distribution of patients who are "public" or "private." 
The point is that in all public hospitals, beds are of the 
three classes noted above. Thus a typical public hospital 
in New South Wales might maintain 66 percent of its 
^ beds for public Ward patients, 25 percent for inter- 
^ mediate, and 9 perce^nt for private patients. Thfc public 
ward patient, in^ddition to being located in a relatively 
large multi-bed romjr\, has no choice of his doctor; this 
physician may be V^ung resident or registrar in train- 
ing, or a visiting 4pecialist paid sessional - fees by the 
hospital. The intermediate- patient would typically be f 
also located in a relatively large ward, but he is given ay 
few morjt amenities (e.g. in food service) and is attended 
by the doctor of his own choice, whom he or his insur- 
ance fund pays a fee. The purely private patient is in a ' 
private room and is served by his private doctor, tt will 
be recalled that the insurance funds sell their hospital 
benefits according to these three classes as well. 



Table 1. GENERAL HOSPITALS IN AUSTRAUA, BY TYPE 
^ OF SPONSORSmP, NUMBERS AND PERCENTAGE 
DISTRIBUTION OF BEDS, JUNE 197L 



Sponsonhip 


Hospitals ' 


Beds 


Average 
Bed-Size 


Percen^lf 

ageof^ 
Beds 


Public*stJle 


707 


58,075 


82 


75.0 


Public-voluntary 


59 


5,558 


94 


7.2 


.Private- 




\ 






voluntary 


137 


7,971 


58 


10.8 


Private-profit 


188 


5,94S 


32 


7.5 


Total 


1,091 


77,745 


71 . 


, 100.0 



Source: Australian Department of Health, Annual Report of 
the DirectQr^Gcneral of Health' I072'73s Canberra, 1973, p. 178 
ff. 

The proportions of public, intermediate, and private 
patients vary considerably among the states and among 
public hospitals in thc*sa^e state. In two states, N.S.W. 
and Victoria, a means test is applied which permits only 
patients of low income to make use olj public ward care. 
Thus, there are some public hospitals in these states in 
which only a minority' of the beds arc for public ward 
patients. 

Queensland,' dn the other hand, is the one state that 
offers public ward hospital care, without anVjchargc to 
the patient, to all residents who wish to use it. TIi ere* are 
about*15 Hospital Board Districts, under each of which 
several public hospitals arc operated.(^^) While private 
hospitals exist in Queensland, and there arc some private 
and intermediate beds alsd in the public hospitals, the 
proportion of patients (of any income level) uaflng the 
public ward beds is much higher than in any other 
Australian state; moreover, the general bed supply - at 
7.6 beds per 1,000 - is much higher than the national 
average.(^^) Since no charges are made for public wardl 
care (as they are in all other states, except for pension-' 
ers), it is Understandable why only 32.5 percent of 
Queensland patients in public hospitals carried any hos- 
pitalization insurance in 1972,, compared with 53.0 per- 
cent nationally. Tl\is strong public hospital program was 
instituted in Queensland in tlie early 1940*s by, a Labor 
Party government, which continued in power for nearly 
30 years; though a much more conservative government 
was. recently elected, the basic system has not been al- 
tered. 

Allocation of beds in public hospitals in the other 
states varies widely, but in all of them some charges are 
mad? to the occupantSi of public ward beds, except for 
pensioners, beneficiaries of the Repatriation Commis- 
sion, or injured persons covered by worker's compensa- 
tion or motor vehicle accident insurance. The great 
majority of patients, outside of Queensland, have volun- 
tary insurance to help in paying for these charges, but it 
will be recalled that a share must be'paid by the patient 
even if he is insured. Thus tlie sources of hospital fi- 
nancing are multiple, and in 1971, counting all public 
and private general hospitals in the nation, it was derived 
as follows? 



13 



.. SUtc government support 62.9 

' -Federal hospital subiidies * -8.7^ 

Federal pharmaceutical benefits 4.S 

Federal Repatriation Comm. payments 0.7 

Federal tuberculosis payments 0.5 

Voluntary insurance fund benefits 22*9 

Patient personal payments . * 8.8 

Other sources l.S 

.. ■ ^ . ■ ' 

Total 100.0 

It IS apparent tlut» counting both sbte and federal 
sources, over two-thirdn[67.1 percent) of .'the* support of 
general hospital care in Australian hospitals is derived 
from government .^^^J^Thc share met by thc^oluntary 
Insurance funds despite their prominence in the politi* 
cal landscape of the health scene is surprisingly^small; 
in fact, even the 22.9 percent is an overstatement, since, 
it in«ludes the Special Account for pre-existent chronic 
conditions in the voltmtary fumls, supported by federal 
grants, and the extra assist^ce given to encourage low 
income familiei to enroll in a fund. , 

Medical SMff Organization. TJie prevailing pattern of 
medical staff organization in Australian hospitaU i? gen- 
erally more in thtl Amerid ^ than the British tradition. 
Aside from young doctors-in-training (interns, residents, 
and registrars), the fui}-time salaried physicians are prin- ^ 
cipally limited to patli^logists, radiologists, and anaes- 
thetists in public hoapitsUf . Virtually all other specialists 
in the community are appointed to the visiting medical 
staffs of the public hospital9,^N^here they may bring their 
private patients. Until recent yt^xtt they were expected 
to treat the public ward patients Without charge, getting 
only an honorary stipend from the hospital; the current 
trend, however, is rapidly moving toward sessional fees 
paid to specialists for this service to the poor and for 
supervision of the young house physicians. 

iV^the same time, private hospitals in the cities, and . 
both private and public hospitals in rural districts, are 
fully open to the use of general practitioners as well as 
qualified specialists. Their medical staff ai^ppointment 
systems are relatively loose. Some urban public hos- 
pitals, .not affiliated with medical school^, also permit 
access to their private beds by general practitioners for^ 
obstetrical cases or relatively simple cases of other typcfs. 
In New South Walesa however, private physicians may 
serve patients in no more than two public hospitals. 

[n tlie larger public hospitals of Queensland and 
, Tasmania there art:' somewhat more appointments of 
full-time salaried specialists ih fields like medicine, 
surgery, or pediatrics.t^^) Such appointments arc bcung 
encouraged by tiie present Labor Government. The 
larger public hospitals of all the states tend to have full- 
time Medical Superintendents, as well as full-time Hos- 
pital Administrators. Private hospitals are typibally 
administered by full-time non-medlcal ^Administrators, 
while sometimes the top staff person is y the Matron 
(Director of Nuning) assisted by a Business Manager. 

The su^er-spccialtles, like neuroHiurgery, renal dialysis, 
€ardiQ*puImonary surgery, hematology or nuclear medi- 
cind aH^found only in tlie large teaching hospitals and 
oft^ provided by full-time appointees. Sessional pay- 



ments in public hospitals are typically regulated by the 
state authority responsible for public hospitals; they 
tend to ''vary witji seniority* Younger specialists are 
appointed on such sessional arrangements for one-year 
terms, older specialists for 3-year terms. 'General practi- 
doners who are approved for appointments in pub lie t 
hospitals sometimes bear the ^tle of ^'Clinical Assist- 
ant," being permitted to assist in. the management of 
public ward patients^ As will be discussed further in a. 
later chapter, the disciplinary ^controls (audit, tiuue, or 
therapeutic committees, etc.). commonplace in American 
hospitals are rarely found in Australian public hospitals, 
and never in the private ones. ^ ^ 

This rather **laisse2-faire" policy in Australian hos- 
pitals, as we shall sce^ is beginning \o change, but it 
doubtless results from 4he influence of the Australian 
Medical Association .ami the various specialty colleges, 
who*se philosophy is that theii' members, having passed 
the qualifying tests, are beyond the need for any 
surveillance. It is only in the Repatriation Hospitals and 
the state psychiatric institutions that fully salaried ^ffs, 
in hierarchical supervisory relationships ,^are found. 

Hospital out-patient or casualty (emergency) services 
are a normal feature of urban public hospitals, and in- 
tended mainly for low-income patients. The insurance 
funds do not pay for thesb services, which are expected 
ordinarily to be given in the quarters of private doctors. 
As in America, however, in spite of the gradually im- 
proved ratio of doctors-to-population in recent ytftrs, 
the rising demands for anibulatory service on short 
notice are not being met by private practitioners and the 
rate of hospital out-patient service demand has been ris- 
ing. Patients are charged for this if they can afford to 
pay. In country hospitals, where one or two general 
practitioners may constitute the total hospital staff, any 
patients they are called on to see in an out-patient 
department are ordinarily charged the same as private 
patients. , / 4 

Other institutions for bed-care in Australia are princi- 
pally nursing homes (or the aged and chronically ill. In 
addition to the 6.1 general hospital beds, there are about 
2*3 iseds per 1,000 in these long-term, facilities, as of 
lr968.(®*) About 82 percent of these becis arc under 
private control. The Federal Nursin|;Home Beneflts, de- 
scribed earlier, help to support all patients in approved 
nursing homcfs, and for a majority of the patients ^ who 
are on federal pensions — the balance of the charges ate 
rati from the pension. The rest of the padents must pay 
the balance personally or with help from their families. * 
Medical services to nursing home patients are^covered by 
the Pensioner Medical Service or^ for higher income 
patients, privately or through the insurance funds. 
Standards for such medical services, however, are rather 
lax. 

At the other end of the age-spectrum, the' care of sick 
children is mainly given by general practitioners,, and 
pediatricians tend' to be consulted only for complex 
cases. In spite of the coverage of children for doctor's 
care by the insurance funds, over 80 percent of infants 
tmder one year, it is estimated, are seen periodically in 
infant welfare centers operated by the state public 
health agencies in all the states (except South Austr^diai 
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where tl^ sUte-suUidlized Mothcfi and Btbfcs Auocia- 
tjon doc« most 6f this work). There sure ovjcr 2,000 luch 
centers in Amtralii, attended mainly by specially trained 
niiiies.^ Babies, with ^gnificant disease problems arc 
usually referred to a private doctor^ but v>nietimes lo a 
consulting pediatncian of the Health Dtrpartment*. 

. Tliere are] then the main features of the over-all sys- 
tem of health care in Australia. Other services, of course, 
are iitdirectl)^ related to health service, such as the 
National Health and Medical Research Council under the 
federal Ministry of Health or the various cash bei^jefit 
programs — such as maternity allowances, widow'^s pen* 
Mbnsi or unemployment benefits --,of tije Social Secur- 
ity Ministry* A number of special:program's desigled to 



bring medical services to isolated rural areas will be 
discussed in the next chapter on "Manpower Resources" 

' and Certain specially innovative programs ^ such as com- 
munity health centers or the recently trained dental 
therapisu - in the chapter on "Ms^npower Functions/' 
Much has been doi^e to increase the people's access to 
health service. In the main, however, it can be seen thit 
Australia has been, in terms of medical care, predomi- 

Vnantly a nation of free private enterprise, where the 
mechanisms of both government support and voluntary 
insurance have operated largely to sustain that pat- 
tem.t^^) Only in recent years, as^we will see in later 
chapters, have forces come into play to significantly 
modify this policy.t^^) ^ 
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Chapter Two 



^ HEALTH MANPOWER RESOURCI^S 



^The functioning of any health service system de- 
pends, in large measure, on the Wmberi, types, and 
distribution of it*4iealth manpower. In later chapters we 
will examine how Australia educates or "produces" its 
various types of headth personnel, new tiysndl in their 
mode of functioning* and the social controls (regulations 
and npn-statutory influences) over their work. In this 
chapter vvc will take a birdseye view of the current 
numbers and types of health manpower, something 
aSout the time-trends, their geographic distributiori and 
efforts to influence it, and a glimpse at their utilization 
by the population, with associated expenditures. 

JFirst, we will consider the oldest of the healing arts — 
doctors, general and^specialized. Second we will review 
the largest health occupation in numbers — nurses, of 
different levels. Thirdly, We will look at dentists and 
other allied dental personnel. Fourth will come a ferief 
glimpse of the wide variety of allied health professions 
and occupations, the special problems of geographic 
distribution will be considered next. And finally, we will 
offer some summary data on health service utilization 
rates and expenditures. - 

Medical Doctors 

the current overall supply (as of 1971) of something 
over 16,000 medical doctors in Australia, noted in the 
previous chapter — or arafio of about 1 to 813 people — 
is obvi&usly a crude statement of a crucial health carc 
resource which' requires Analysis along several diqaen- 
sions. First wc may consider time- trends and geographic 
distribution/ 

Trends and Geographic Qistributipn 

Th</ earliest more or less reliable estimate of the 
Australian doctor supply was a count derived from State 
Registration, Bpards in t?29V In this year, when the 
Australian jp^laSon was about 6,340,000, there were 
5,467 dodtors resident in the nation or a ratio of one to 
1161 population.^) Over the last '46 years, both the 
numbers and ratios have steadily increased. In 1929, the 
best ratio was in the Stated of Victoria (1:944) and the 
poorest in Queensland (1:16^4>. As New South Wales 
* has - increasingly become the most densely populated 
state, with metropolitan Sydney as the hub of the 
nation's economy, that state has come to surpass 
Victoria and todJiy has the highest ratio of doctors. 

The steady growth in supply of doctors has been due 
principally to a continuous expansion of the output of 
Australian medical schools, although as we shall see. 



in-migration of foreign medical graduates has in recent 
years come to play an increasing; role* 

The most recent estimates of Australia's doctor 
supply, based not oh Registration Board* figures, but on 
the national Census of 1971, s^ctually give even higher 
numbers and proportions for the present time. The 
Report of the ConSmittee on Medical Schools (Peter 
Karmel, Chairman) to the Australian Universities Com- 
mission in July 1973 concluded that aj. of mid-1972^ 
there were about. 17,900 doctors in the nation or a ratio 
of one to 792 personsi^) By sUtes and territories the 
doctor-population^ratios were as follows: ' 



SUte or Tcjrritory 

New South Wales 
Victoria ^ 
South Australia 
Tasmania 
Western Australia 
Queensland \ 
Northern Territory 
Australian Capital Territory 
Australia 



Doctor/Pop'n Ratio 

1:751 

1;785 ' 

1:787 

1:849 

1:885, 

1:886 

1:1028 

1:554 

1:792. 



Examining trends over the years 1933 to 1971, we 
find that jthe annual rate of increase in these ratios 
(reflecting the rate at which the doctor supply e?:ceeded 
the rate of general population growth) was at^ibout 1.6 
percent per yea^. The highest of these growth rates was 
in Tasmania (1.9 percent) and the lowest in Victoria (1.2 
percent). These differentials may ndt be too nieaningful, 
however, since Tasmania — with its isolated and idyllic 
sctting^— is a pikcc to which many doctors appear to go 
for retiii^ement and hence are not in fully active medical 
practice; this is not so true of Victoria. This differentia- 
tion of active and inactive health personnel is, indeed, a 
problem in tabulations from Registration Boards in all 
states. 

Urban-rural Differences. T|ie listing above suggests 
greater ratios of doctors in the more urbanized states, 
but a more accurate idea is^convcVed by the data on 
doctors in metropolitan comparednvith "country" areas. 
In the Australian context, "metropolitan areas" are the 
capital cities^ in each state or territory and the immedi- 
ately adjacent population. "Country areas," therefore, 
may contain some mid-sized towns of up to 30,000 
population or so, although the typical country town 
would be under 4,000» this breakdown the doctor- 
population ratio m the rtation^s metropolitan areas in 
1971 was one to 628 persons, while it was one to 1304 
persons - or less than half the level - in the country 



.9rea9. The mott serious problem'' is in the very small 
••one-doctor" or "two-doctor towns," of which there are 
hundreds in Australia. A study by the Australian Medical 
Association showed that in country towns which in ^ 
1947 had three or more doctors, bjcciLthe years to X961 
there was actually a slight improvj^lh^, while in the 1-2 
doctor towns, the ratios had fi^own worse,w) As we shall 
discuss later, a number of strategies are being directed to 
this problem of getting more doctors to rural regions. 

As might be expected, furthermore, the doctors in 
country towns are predominantly general practitionerl. 
Specialists are almost entirely conHned to the state 
capitals and some of the larger secondary cities. 

Types^of Doctors # 

As Jh all industrialized countries, the trend ixi 
Australia has been for .an increasing proportion of 
doctors to become specialists, as compared with general 
practitioners. This trend has associated effects on the 
proportion of doctors in salaried positions, since a. 
greater $harc of specialists than of G.P.s are working in 
both full-time and part-time salaried.posts, 

SpecidvcdtiQn. The different schedules of post-grad- 
uate study and.qualiAcation, through various ••colleges" 
foi;. the specialties, will be considered elsew/iere« Here we 
may note that, while the percentage of total doctors in 
specialty practice is evidentiy still much lower than in 
the United States, its effects in reducing the share in 
general practice has been z caM$e for rising concern in 
Australia^ 

Considering only physicians in private practice, in 
1972 about 53 pei^cent were specialists and 67 percen^ 
were generalists. (The United States proportions would 
be .roughly the reverse.) N<U$p:theleis, the fact that these 
proportions have caused c6ncern both in the profession o 
and in government is a reflection of the enormous 
importance attached to general practice and* tKS^xon- 
sequent approaches toward over-all manpower policies, 
which will he discussed. 

'There are subtleties in definition of terms, but the 
conventional Australian statistics analyze a doctor's 
mode of practice in terms of both his specialty status 
and scheme of remuneration«(^) Thus in 1972, the 
17,972 active medtcal doctors were distributed as 
follows; V 



Among the specialties, data are avail^e only for 
1966* when the distribution,^ in descending order was as 
followst(5) . " '■ 



Type of Doctor 



Gen. Practitioner 
' Specialist 
Other 

Total 



Percent»gc in: 
Private Practite Salaried PosU Total 



59.8 
20.5 



60.3 



7.9 
31.8 



39.8 
28.4 
31.8 

100.0 



At a percentage of total doctors, it is evident that 
general, practitipners are only about '40 percent, but 
specialists decline to 28 percent, since nearly 32 pc^rcent 
of doctors are engaged in ••qther" activities on salary, 
which must include public health, medical administra- 
tion, teaching, research, etc. 'This latter category is 
presumably not available for day-to-day patient care. 



Specialty 

General surgery 

General medicine 

Gynecology, ^ 

Anaesthetics 

Other sub-specialties* 

Piycbiatry 

Pathology 

Ophthalmology 

Radiology 

Ear, nose, and throat 

Orthopedics 

Pediatrics 

Demuitology 

All specialttet 



Number 

639 
457 
377 
334 

299 
1284 
263 
258 
165 
140 
135 
. 133 
3,802 



^Includes: urology, cardiology, allergy, neurosurgery, rheu* 
matdogy, chest diseases, and problems of sterility. 

Over the previous 5-year span (back to 1961), the 
most rapidly expanding specialties were "^^chiatry, 
pathology, and anaesthetics, while the slowest growing 
ones were ophthalmoloj^, medicine, and dermatology. 

The numbers of doctors duly qualified as specialists is 
controlled by the varioiis ••colleges" and ••royal colleges" 
of the several specialties, since these bodies set the 
standards and conduct the examination!..* The rate of 
passing these examinations is quite variable; for pedi- 
atrics it is, for example, said to be very low (about 20 
percent) which may explain the small numbers in this 
field. It is also relevant that the great l)ulk of medical 
care for children in Australia is done by general' 
practitioners; with the pediatrician usually cadled upon 
only as a consultant. Well-baby care, moreover, is done 
mainly by nurses, as noted in Chapter One. 

Specialty qualifications are usually expected in public 
hospitals of metropolitan cities, but not always* Surgery^ 
for example, is estimated to be done by fellows of the 
Royal College of Surgeons in 80 percent of the cases in 
metropolitan centers, but only in about 50 percent in 
••country hospitals." Still the operations done by non- 
qualified^, doctors are said to be only relatively simple 
ones, such as appendectomies* hernial repairs or hemor- 
rhoidectomies. 

General Practice. In spite of the high percentage of 
general practitioners (relative to the U.S.A.) among all 
doctoxs in private practice, noted above, the proportion 
has been slowly declining. While it was 67.2 pefcent in 
1966; it had been 68.2 percent in 1961; as a percei^tage 
of total doctors (including those not in clinical practice), 
the percentage declined from 47.5 to 44.0 percent 
As a ratio to population, G.P.s declined frpm one to 
1873 persons in 1961 to a level of one to 1916 in 1969. 
Small su this rate of decline appears, it has generated a 
whole series of countervailing movements, which will be 
discussed in a later chapter^ In large part perhaps, these 
movements have been desired to upgrade the quality ^ 
well as the quantity of G.P.s. Of the 7000 general 
practitioners in private practice in 1971, only aboUt 42 
percent had met the qualificatioiis for membership in . 
the Royal College of General Practice (see Chapter Five). 
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Group irtcdical practice^ diicuiicd in Chapter One, is 
somewhat more common among general practitioners 
than among speciidists; this is in striking contrast to the 
American situation, but much^ more similar to the 
British. ' ' ^ ^ ' 

Women Doctors, As* a proportion of the total, 
women doctors have been steadily increasing in Australia. 
They increased from 6.2 percent (300) in 1933 to 13.1 
percent (2100) in 1971.(') Judging from current enroll- 
ment policies in the medical schools, this upward trend will ^ 
continue. In 19^4 more than 33 percent of the students " 
in the nine. Australian medical schools were women, 
accordmg to unpublished data of the Royal Australian 
College of General Practice. 

About the same proportion of both female and male 
doctors arc in general practicp, but somewha^t S|wer 
women arc in private specialty practice and. somewhat 
mbre in other salaried employment. As discussed in 
Chapter Four, one of the important objectives, of the 
continuing education program of the Roy^l College of 
General Practice i5 to provide refresher courses for 
women doctprs whose family oblig^itions have led to 
their withdrawal from practice for some years. 

The common assumption that there is more "wast- 
age" of working years among women doctors, because of 
child*rearing and family responsibilities, is currently 
bon\e out in Australia, At the same time, recent surveys 
have shown that the proportion of "wastage" — in terms 
of hours per week in active practice — is actually rising 
for male doctors and is declining for female .(®) In other 
words, if clurwnt trends continue, the over-all hours of 
medical work which society derives from education of 
meil and of women in medicine will eventually become 
about equal. . ' 

Foreign Medical Graduates. The in-migration of doc- 
tors, medically trained in other countries, has been a 
feature of Anstralian medical manpower for many years. 
It has not, however,* been a contentious bsuc, as it has 
become in the United States. The reason perhaps may be 
gathered from ^e following tabulation which shows the 
country of medical graduation* of the 17,972 doctors 
registered in Australia in 1972;(^J . 

* Percentage 

Australia . 75'6 

United Kingdom 11.2 

. Irtlamd, New Zealand 2.6 

Asia 6.7 

Other ' 3.9 

0 AUcountrici 100.0 

In other words, although about three^fourths of the 
total were from Australian medical schools/ 14 percent 
of the remainder were from culturally similar British 
Commonwealth countries (United Kingdom , Ireland, 
and New Zealand). Moreover, many of those listed from 
Asia were trained in Singapore or certain schools of 
India> where the British tradition shaped the medical 
curriculum. By contrast, the vast bulk of foreign medical 
graduates licensed in America each year come from the 
Philippines, Iran,. and other dcyeloping countries, where 
educational standards are admittedly much below those 
of the United SUtes. ' 



Another feature of the foreign graduate question in 
Australia is the interplay of out-migration and in-migra- 
tion each year. Many young Australians feel "isolated" 
from other economically advanced and culturally similar 
nations of the world in Europe and North America, and 
therefore sizeable numbers depart each year - either 
temporarily or permanently. The trend of departures has . 
been generally upward. Thus, in 1962, when 172 
foreign-trained doctors immigrated to Australia, 5§ 
Australian residents (about one-third of the entries) 
departed; in 1972 when 365 foreign graduates entered, 
186 residents (or over half) departed.riO) Thus, Austra- 
lian medical leader s ^fed^ ^ justified in welcoming the 
m-migrants not only bccSuse of their relatively large 
out-migration but also (as explained earlier) the small 
degree of their "brain-draining'* the less fbrtunate 
nations. 

Nevertheless, the long-term policy in Australia, as we 
shall see, is to turn out more AlUtralian graduates by 
increasing the number of medical schools (currently nine 
for 13, 000, 000 — a much higher ratio than the 110 
schools for 210,000,000 population in the United 
States) and to expand the enrollment of all schools. 
Contributing to this decision is the fact that .in 1968, 
some 8.3 percent of Australian medical school enrollees 
were from overseas (mainly Hong Kong, Malaysia, and 
Singapori?), with intentions of most to return to their 
homclands.f^^) Indeed, sucH return was forn>erly re- 
quired by Australia, although it is no longer^ 

Mode of Practice 

' While the majority of Australian doctors are in 
private, clinical practice, the proportion that are in 
salaried positions — clinical or other — has been steadily 
rising. Jn 1933 private practice occupied 85 percent and 
salaried positions 15 percent; these proportions have 
gradually , changed to a level of 60 percent in private 
practice and 40 percent salaried in 1972.1^2} As R.B. 
SCotton analyzed the trend some years ago, this is due 
not only to the, incre^ising number of young doctors 
undergoing specialty training in^ public hospitals (as 
residents and registrars), but also to the increased 
employment cff fully trained doctors in federal and State 
government positions, in teaching and research, in 
voluntary service agencies (^ike the Royal Flying Doctor 
^ Service), and even in private industry. 

If one were to count the doctors engaged in private 
' group practices, on salaries, the proportion in salaried 
work would be even higher* The national Census of 
1971, for example, which tobulated 69.7 percent of 
doctors as being in "private practice," found 1711 of 
these practitioners who described themselves as "em- 
ployees" /of other private doctors.t^*) It would appear, 
therefore, that in the neat future the .majority of 
Australian doctors may be working on a salaried, rather 
tltSnr,a f ee-f or-service remunerative basis . 

Workload, There is no question about the long 
working hours of Australian doctors. In 1972, an 
Australian Medical Association survey found the average 
working week to be 63.5 hours for general practitioners 
and 69 hours for specialists, although these figures 
included "hours on ca)l."{^^/ Evidently, over 'recent 
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years, the * 'productivity*' of the Au^^tralian doctor has 
increased -^partly perhaps .from longer hours of work 
and partly from seeing more patients per hour. General 
practitioners, according to data from health insurance 
iclaims and other programmatic sources, saw 101 patients 
per week in 1956-66 and 123 in 1971-72. 
• J^s in the United States, the proportion of these 
paticntrfontart^^QCcurring as home visits has been 
luSly decUning^^stiIl, a home-call rate of 27 percent 
Pensioner Medical Service in 1971-72 is Undoubtr 
highet than thp comparable Hgure in the U.S. 
Medicare progum'tSr the aged. As one sees also in Great 
Britain^ the Australian general practitioner still regards 
some home visits as an important part of his. relationship 
to patients. 

Retirement of doctors before age 65 yeaurs is rare^In 
the decade 1961-1971, it averaged only 1,0 percent per 
year, being somewhat higher for women. 

Incomes. As noted in the previous chapter, doctors 
enjoy the highest incomes of any occupational group in 
Australia. Within the profession, certain differentials are 
of interest. In general, private practitioners cam more 
than salaried doctors, although the differential declines 
with seniority. Within private practice, doctors in part- 
nerships or o'oups earn somewhat more than solo 
practitioners.^*^! 

As between general practitioners and specialis^ts, the 
latter earn nore, although this does not become so until 
after about age 35 years. This appears true in all modes 
of practice^ but the differeiitisd according to a survey 
in Victoria — is somewhat less in group than in solo 
practipe.(^^) 



All in all, the supply of Australian physicians as a 
whole is relatively hi^, in comparison- with other 
developed countries, and the ratio to population is 
improving every year. All the main cities of the nation 
now have medica} schools, and even more than the 
cuirent nine are under consideration. The principal 
problem, as viewed by the Karmel Committee (Re- 
port ... on Medical Schools to the Australian Universi- 
ties Commission) is one of geographic maldistribution. 
£ven the distribution among types of, specialty is hot 
extremely divergent from social needs, in that there is a 
relatively high proportion of general practitioners 
(though slowly declining) to give primary care — a 
serious current deHciency in the U.S.A. — and the chief 
need is perhaps an up-grading of the status and quality 
ol their work. 

(18) 

As we Shall see, there is widespread 
recognition of this issue and the Australian Medical 
Association, along with the govemmei^t and the universi- 
ties, are directing much attention to it. 

(19) 



— -Jiurscs and Nursing Personnel 

Nurses> at their several technical levels^ constitute the 
largest personnel sector of the health field in Australia, 
as in the United States/Also as in America, in spite of a 
very short working career for the average nurse, at arty 
one time . there is a substantial number of young women 
actively engaged in the field, mainly in hospitals. 



Numbers 

Because of the difficulty in determining the current 
count of active nurses (as distinguished from those listed 
on the State Registries),^ principal reliance must be 
placed 9n national Bureau of the Census counts. The 
latest available to u& was for 4966, when there were 
77,237 professional-level nurset, including ahout 14,500 
students in hospital training. This would mean about 
62,700 professional nurses in active practice, or roughly 
a ratio of nearly four nurses for each doctor (which 
compares to about 2.3 per doctor in the United States). 
In addition, the Census reports 24,288 hospital attend- 
ants and nursing aides auxilialty personnel variously 
called ''assistant nurses," * 'enrolled nurses," or by other 
terms in the several states* The report for Australia ia 
the 1971 cditiont-jof the- World Health Organization's 
World Health Situation permits spipe additionakmfer- 
ences on nursing resources.^*^) Ill Nummary yme data 
come out as follows (fpjl^tbe 1966-68 period)^^ ' 

Professional nurses 62,645 

Professional nursing students 14,592 

Auxiiiiiy nurses 20,512 

Auxilisry nuning students 3,776 

Nunc-midwife students 925 

Total ' ' i02,450 

The midwife -students shown in the above list (getting 
training in 58 schools during 1967-68) are all graduate 
professional nurses taking, in the British tradition, an 
additional year of training in midwifery. In the count of 
"professional nurses," there are some persons under- 
taking further training in* pediatric nursing, in surgical 
operating theatre work, or in other "post-basic" fields. 
For each of these additional periods of about one year, 
the professional nurse receives a certificate, and may be 
described, therefore, as a "double -certificated" or 
"triple-certificated" nurse.' These programs arc described 
in Chapter Four on "Education." One study reported as 
many as IB categories of health workers in nursing — 
eight specialties of the professional nurse and five types 
of auxiliaries (nursing assistants, attendants, ' cadets, 
nursing technicians, and orderlies -r usually male) .(21) 

Wastage of Nurses 

Because of the short working life and, therefore, high 
turnover of Australian nurses, a great deal of attention 
has been g;iven to finding solutions to, what has been 
defined as "wastage of nurses." 

A major study of a national sample of over 6500 
nurses graduated during 1957-60 was conducted in 
1964. Oyer this 4-year period it found that 54 percent of 
the nurses trained dropped out of work predominantly 
for reasons of marriage and family responsibilities. 
Judging by the apparent rate of continued departures, 
the study estimated that bv 1971 the'^ 10-year loss rate 
would run 60 petcent.(22) in other words, for each 
1000 nurses graduated it was estimated that 600 would 
stop working within 10 years. Only a very small 
percentage (under 5) of the loss was found ^o be due to 
departure overseas. 
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. WhUc 80 percent of nurses attributed their dropping 
out of work principallx to family reasons, other factors 
were said to be job dissatisfaction, inadequate salaries, 
and difficult hours ^ whether they were single or 
niarried. The judgment, of the surveyors was that these 
latter factors probably played a larger role than was 
articulated in the response to a mailed questionnaire. 

Enrolled Nurses 

As noted above, auxiliary nurses, trained for less thm 
the standard post-secondary school hospi^ diplpma 
course of three years — usually one year, bunft^yarlo be 
two — are known by different terms among the 
Australian $tates. Recently the preferred term has 
become "enrolled' nurse," since graduater of these " 
;training programs are enrolled in a ^tate Registry, 
equivalent to the licensed practical or vocational nurse in 
the United States. As a ratio to professionally registered 
nurses, back in 1961 these were only one to 3.0 RJN.'s 
, in Australia, compared -to one to 1.2 in the United 
States.(^') Since then, however, the output of enrolled 
nurses has obviously increased. ^ 

An unpublished report in 1973 showed nearly 20,000 
(19>931) enrolled nurses listed with th&^State Registra- 
tion Boards, although the 1971 Census had yielded a 
count of 12,413.(2*rin addition, there were about 3500 
enrolled nurses or nurse aides undergoing training at the 
time. Judging from the views of Australian nursing 
leaders, an importsint cause or the wastage in pirofession- 
al nurses is their frustration from being obligated to do 
domestic and clerical types of work (33 percent of thSir 
time^ according to one study) that could be done by 
these nursing auxiliaries, if they were available in greater 
numbers.(25j 

The prevailing sense of a scrious'nurse shortage in 
Australia is being met by actions in the sphere of 
education, discussed in Chapter Four, and in the 
definitiou of their scope of functions, disctused in 
Chapter Three. A propps of the setting of nurse 
education in hospitals, it is argued that after completing 
theiprthree years of essentially apprenticeship training, 
miny young women feel they have had enough of it, and 
do not hesitate to leave in a year or two; on the other 
hand, training in a college setting would give the new 
gr^iduate a sense of eagerness to apply what she has 
learned in the classroom and^ it is claimed, she would 
therefore stay longer on the job. j(The validity of this 
argument, of course, remsuns to be tested in Australia.) 
In addition^ hospitals and other agfsncies are attempting 
to attract inactive nurses back to work by offering 
part-time employment and also child-care scrviqes for 
the small children of working ntirses* 

While the vast majority of both enrolled and profes- 
sional nurses in Aiutradia (90 percent by one estimate) 
are employed in hospitals, it is apparent that a growing 
minority are coming to be engaged in ambulatory care 
health facilities, in industries, in schools, in home 
nursing agencies, and other such places where the nurse 
is serving people outside of hospital beds. 

Dentists and Dental Personnel 

Relative to the United States and many industrialized 
countries,. Australia's supply of dentists falls far short of 



meeting the demand for dental care, let alone the need. 
/ As a result, there has been much less of the resistangc 
^ seen elsewhere to the training of ancillary dental 
personnel, whoc would not only assist the dentist but 
actually replace him in treating dental disorders in 
children. (This is quite aside from the appropriateness of 
such personnel, discusi^ed in Ghsqpter Three.) 

Dentists 

Actording to estimates of the Aij^tralian Dental 
Association there were in 1971 some 4,125 dentists 
actively engaged in their profession and distributed as 
follows throughout the nation:(26) 

Number 



' New South Wales " 1528 

Victorit 1018 

Quccnslsund 692 

South Auitralia . ~ 849 

Western Australia 872 

Tasmania 85 

Australian Capital Tcnritory 57 

Northern Territory ' , .24 

total 4125 



For the approximate 12,400,000 population at the 
time, this meant a ratio of one dentist to about 3^000 
pcrsonf, which is almost exactly half of the United 
Sutes ratio of about one to 1500. 

Tabulations, made slightly more tecently (1972-73) 
by the federal Department of Health, gave higher figures 
and also 'breakdowns in the types of work and employ- 
ment of the nation's supply of dentists.^^^) Considering 
active (both self-employed and employed by agencies) 
and inactive in Australia, the total was 5226 dentists, 
distributed as shown in Table 2. <* 

Tl^us, about 74 percent of Australia's active dentists 
are self-employed and in private practice and 26 percent 
are employed by others, principally government agen-* 
cies. The greatest portion of government dentists are in 
school health services. The proportion of dental special- 
ists is notably loW. The maldistributio^ni of dentists 
between tfie metropolitan and coimtry areas is some- 
what more extreme than that of physicians. 

\ Unlike any other major occupational group in the 
ealith Held of Atutralia, the ratio of • dentists to 
|>opulation has. been worsening, Comparld ^with the 
approximate 1:3000 ratio in 1972. it had been 1:2600 
in 1963 and 1:2300 in 1954*(2*J This grossly visible 
trend is evidently a result of insufficient output of the 
dental schools and only a very small in*migration, in 
relation to the loss of dentists each year from retirement 
. (often early), departure, or death. 

Australia has tackled the prObleni of dental needs, 
especially in children, through a mounting campaign to 
fluoridate public water supplies. In 1972, Some 80 
percent of the population in New South Wales were 
getting fluoridated waiter, over 50 percent in three other 
states, though only 10 percent or less in Victoria and 
Queensland. At the same time, there has been an 
enthusiastic adoption of the pattern of the New Zealand 
^'dental nurse" for work with school children. The rapid 



Table 2. DENTISTS IN AUSTRALIA* BY EMFLOYMENT STATUS AND TYFE OF 
PRACTICE, 1972-73. 



Sel^employed dentitts: 
, Ckneral dental practice 
Solo 

Paltnenhip 



Specialift practice 
Solo 

^ Partnenhip 



2306 
734 



Sub-total 



Sub'total 



3040 



Ainflf-employcd 



Employed dentiiti: 
In private pritcticei 
in govenimcnt; 

Armed serwcet 

Commonwealth ^vemment 

State governments 

Local governments 
Uhivenitiei 

Aivate industry and other 



328 



AU employed . . . . 
Total acdve dentists 



> 1142 
.4560 



Inactivb dentists; 
Retired 

OverMas or in other f tatei 
Other inactive 



Total inactive dentists ....... 

AU dentists (active and inactive) 



. 866 
.5226 



expansion of schqols for their txmining, difcufied else- 
where, has led to a steady increase of what Australia 
usually calls ''dental therapists." 

Dental Therapists and Other Dental Personnel 

The dental therapisti whose work covers virtually 
^complete dental care for children, is invariably a young 
woman. The first such dental health workers were 
imported by one or two states, on a trial basis, from 
New Zealand. Since Australia's own programs of training 
arc so new, the numbers now available are very small. As 
of I97d| three schools were in operation (in Adelaide, 
Hobart, and Perth)^ and their Outputs were as follows: 



Training completed in 1971 
Thuning completed in 1972 
In training in 1973 

First year 

Second year 

Total: 



■^ Number 

29 ^ 
44 

51 
44 

168 



.Thus, by 1975, if there is no attrition of these first four 
graduating classes, there will be 168 dental therapists in 
the nation, trained in Australia. 

The profesiional working life of dental nurses in New 
Zealand has been relatively short, as it is fo^^egiitered 



nuifsesi which has raised questions about the /rost'^ffect* 
iveneu of this whole approach, u compared to that of 
training more dentists - at appreciably higher coit but 
with longer years of service. Australia is going to attempt 
to iset conditions of work and salaries which will keep 
dental thcrapisU at work for more years; this question 
will be discussed later. The current plans of the federal 
government are to fimiice schools which will eventu'ally 
turn out 600 dental therapists a year» toward a goal of 
about 4,000 for the nation. The hope would be to staff 
ab<)ut 3,000 school dental clinics, plus a number of 
Inobile units to serve smaller schools.^ 

Other Dental Personnel The 'Mental chairside auist- 
ant'' has long been used by private dentists in Australia^ 
and special training courses (usually part-time for one 
year) have been. established in every state. Their total 
numbers are not known, but the number of graduates of 
training program^ in 1972 was 610; during 1973, 771 
were engaged in the training programs.(^^/ If every 
active dentist had one such assistant and some had two, 
one might estimate about 5,000 dental chairside auist- 
ants in the nation. 

Currently Atutralla has no dental hygijsnists in the 
American se^e, except those trained in the armed 
services for their own purposes. South Australia, how- 
ever, is starting a one-year training course for dental 
hygienists, and there is discussion In Tasmania of 
authorizing such personnel to aid the dentist in private 
practice. 
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The **dcntal technician" or "dental mechanic" is 
responsible for the technical construction of dental 
prostheses. Here again, we do not know the total supply 
in Australia, except that in 1972 about 58 such 
technicians had completed training programs at the 
schools v(hich exist in every , state. Since the courses, 
usually part-time, last four or 'five years, there vvere 248 
ixi various stages of their trjdning in that year.t'^) This 
work is usually done by men, and the years of active 
work for each are generally greater than for female 
dental auxiliaries. . 

Other Allied Health Professions 

Just a few >vord$ need be said about the available 
supplies of other allied health professions or occupations 
in Australia. 

Pharmacists 

The 1966 Australian Census enumerated 8,374 phar- 
macists, the great majority working in retail stores. Yet 
in a tabulation from the State Registration Boards in 
1972, about 13,000 were estimated by the federal 
Department of Health - or the remarkably high ratio of 
about one per 1,000 persons. (The 1972 ratio in the 
United States was 1:1600.) If this large supply figure is 
correct, it may reflect the effects of the Pharmaceutical 
jBenefiU Act* There is no question about the high rate of 
utilization of prescribed, as well as over-the-counter, 
drugs in Australia (see below), so that pharmacy is 
probably a relatively lucrative profession. 

Nevertheless, unlike any cither health field, the view is 
frequently expressed that Australia has an over-supply of 
pharmacists and enrollment in the pharmacy schools 
should be reduced. It is advocated that more positions 
should be sought by pharmacists in the pharmaceutical 
industry, not only in research, but also in manufacturing 
methods, in sales, and other aspects.t'^) Another view is 
to modify the functions of the retail pharmacist from 
ih%t of a tradesman, which occupies so much of his time, 
to that of an adviser to the population on drug use; all 
druts, furthermore, should be sold Only by pharmacies 
(and not .by food and other stores which can sell 
over^he-counter products) •t^') In New South Wales, the 
pharmacy Guild has promoted the mergers of some 40 
drugsWes, as a step toward giving the pharmacist a 
shorter work day and also reducing the degree of 
compeution* 

RehabiUtation Therapists 

In 1973, an unofficial survey enumerated 1180 active 
physiotherapists in Australia — all but 150 of them being 
\ women --\arid another 463 who were inactive.^'*) The 
\ national professional society, the Australian Physio- 
\therapy AlWiation, however, claims a membership of 
2500, so thW there may be larger numbers inactive or 
Overseas. TWc 1966 census enumerated 1486 physio- 
tnerapists who said they were actively working. With the 
enlarging germtric problem in Australia, an increased 
niLiber of phyiiotherapists is being widely advocated. 
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Occupational therapists, while originally prepared 
jointly with physiotherapists in one state, are in fact 
taking a quite different educational path and setting 
different functional goals in Australia, as in the United 
States. Increasingly, they are seeing their role a^ akin to 
locial work and psychology, in dealing with the .emo- 
tional and motivational problems of persons with severe 
physical and mental disorders. Their numbers are rela- 
tively smalL An unofficial survey in 1973 found 331 
active O.T. s in Australia, all but eight of whom were 
women.('^) A movement is under way to increase the 
supply of these rehabili|ation perionnel. 

Spt^ech therapists are the third of the major types of 
rehabilitation therapists. Only 124 were found to be 
actively working in the unofficial survey of 1973, of 
whom all but 9 were women.t'^) Here again the needs 
are considered to' be much greater, with the Australian 
College of Speech Therapists estimating that by about 
1980 some 1500 will be required to meet the heeds. 

While a small number of all three forms of rehabilita- 
tion therapists are in private practice, over 90 percent 
' arc employed in hospitals, government agencies, or in 
other organised frameworks* 

Diagnostic Technicians 

The trained technician or technologist for laboratory 
work in Australia is known generally as a "medical 
technologist/' Working in laboratories, typically under 
the direction of a pathologist, he or she carries out 
chemical, bacteriological, ^und related diagnostic pro- 
cedures. In September 1973, the membership of the 
Australian Institute of Medical Laboratory Techologiste 
wai about 1600, of whom 80 percent worked in 
government hospitals, health departments, and "diversi- 
ties; the r«st were in private pathology laboratories.!'*^ 

Radiographers or x-ray technicians are somewhat 
fewer than laboratory technicians. Based on the mem- 
bership of the Australasian Institute of Radiography 
(which contains technical personnel engaged in radio- 
therapy as well as diagnostic radiography), there were in 
1974 an estimated 1200 radiographers in Australia. The 
proportion of men in this field, 44 percent, is higher 
than in the other auxiliary professions. 

Optometrists 

Correction of refractive errors of vision is done in 
Australia, u in the United States, both by medical 
ophthalmologists and by optometristt. The number of 
optometrisU registered in March 1974 was 960» com- 
pared with 418 ophthalmologists whose functions, of 
course, include much work beyond refractions. It is 
probable, therefore, that most of the refractive vision 
care in Australia Is dohe by optometrists.^'^) It is 
estimated that about 75 percent of optometrists are also 
engaged, with other personnel, in lens-making. 

The ratio of optometrists to population is about 
1:14,030, compared to 1:9870 in the United States ai|d 
1:9120 in the United Kingdom. Professional leaders, 
tlierefore, are calling for an increased output of optom- 
etrists, pointing to the recommended goal of a ratipt of 
1:8000 by the American Optomctric A"Ociation.t4°) 

23 



34 



/ 




Unlike the other dttsei of pononnel diicutied in thit 
section, the vast majority of optometrists are engaged m 
private practice* ^ 

The* distribution of optometrists among the Austral- 
ian states, and between « urban and nural districts, is 
remarkably balanced, ki relatibn to the distribution of 
population. The proj^tirtion of women entrants to the 
field is rising m«rkealy« As the Australian population 
becomes increasin^y educated and Utarate/the need for 
optometrisUi it is estimated, will rise and this demands a 
hcii^tened output of optometry graduates if futiure 
needs are to be met* 
« . ■ 

Fodiatristf (CUropoditts) 

For non*medical care of superficial foot^otfnditions, 
Australia has a reUUvely small number of chiropodisU," 
who )«ill be called "podiatrisu** when the registration * 
laws^ are amended. The 1971 Census enumerated 867 
such practitioners, idthouf^ the Australian Ghbropody 
Association represented about 1200 registered members 
(of whom arf>out 20 percent were believed to be only 
p«rtiaUy active) In 1973.(*^) # 
The vast majority of podiatrists are in private^ 
practice, as in the United $tates. Unlike America, 
however^ more than three-quarters are women. PaUents 
come to podiatrists either directly or by referral from 
"•^''^Iher health practitioners, but as of 1974 this service 
wai not covered by the National Health Benefits Act. 
Since this will change under the new iNfational Health 
Insurance legislation, one may expect that the output of 
podiatrists will increase; also perhaps larger proportions 
of men will findit attractive to enter the field. 

Medica^/enScSl Workers ' 

As Australian health leadership has become \more. 
sensitive to the varied social problems of new mi^ants 
and other disadvantaged persons, the need for a greater 
output of medical social workers (previously called 
'^almoners" in the British tradition) has been recogt^ized. 
^ Thdr value in hospitals su^kd Health Departments, es\ 
ctally in helping to deal with aged patients, is coming\to 
be increasingly appreciated. 

A national count of their numbers was not availably, 
particularly insofar as medical social workers are to be 
differentiated from social Workers in general. In QueensA 
land, however, therejwas a count in 1974 of 113 medical \ 
social worker positions in hospitals and Health Depart- \ 
ments alone »(although about 15 of these posts were \ 
unfilled), plus about 27 (social work trainees or cadets as 
support staff .t^^) Victoria tabulated 679 social workers 
of all types in 197S.(*2) with the development of 
mental health centers, aside from psychiatric hospitals, 
the need for medically or psychiatrically oriented social 
workers wDl also cKalate, Even in an occasional private 
medicAl practice, the value of a social worker to extend 
the effectiveness of a general medical practitioner has 
been reported.(*^) 

Pataprofessional Mental Health WorKers. With the 
increased interest in out«of-hospital psychiatric services 
in Australia, and the relative shortage of trained social 



workers, a variety of paraprofessidnal jnental health 
aides have been developing. This category does not 
include the trained clinical psychologist^ of whom 940 
were estimated to be dobg health, work (10 percent ift 
private practice) and about 580 giving counselling 
services in educational institutions in 197,0J^) In South 
Australia and Victoria^ however perhaps elsewhere, 
mature men and women, without formal -academic, 
qtudifications, have been trained to give mental healthy 
counselling seryjces in community healtii centers and 
elsewhere. Some of these workers are volunteersj others 
are salaried. Some work on telephone '-life line" services 
to assist persons faced with varied emotional crises. 

Health Service Administrators 

, In Australia, as in the United SUtes, the field of ^ 
health service administration is difficult to define be- 
cause it Concerns functions in such a diverse variety of 
settings. A hurge proportion of the hi|^ administrative , 
positions in government agencies and in mi^or hospitals 
are held by physicians who have usually had no formal 
training in administration, althouj^ some luve* 

Pefluips the most ''dearly identifiable manpower cate- 
gory in this field is the Hospital Administrator and, as 
wc^ shall see in a later chapter, a School of Health 
Administration has been established at the University of 
New South Wales for formal training in this work. The 
Australian Institute of Hospital A<£nhiistrators had k 
membership of 440 in 1973, the largest number (195) 
coming from Victoria. Quite separate is the Australian 
College of Medical Administrators, which in 1973 had 
275 members, all physiciam.(*^) ♦ 

Below the level of Administrator" in the managerial ^ 
hierarchy^of hospitals and other health organizations is a 
diversity of clerical personnel with varied responsibili* 
ties* In large part, the present complement of Hospital 
Administrators in Australia .has risen from the ranks of 
these clerical personnel — a fact which has been 
criticized as implying an excessively narrow scope for 
the role of these Administrators. 

(46)' 



The sections above are obviously far from complete 
in presenting the total health manpower resources of 
Australia. No mention has been made of chiropractors or 
other <medical cultists who are found in small numbers. 
Auxiliaries in the laboratory or pharmacy or in various 
sectors of the hospital have not been enumerated. Yet 
the data presented are drawn from the available sources 
in Austradia and, as of the present, these are less than 
adequate. Only now, under the new Labor Govem nigjg^ 
is Australia embarking on a program of national hflDM 
manpower planning, as part of what will be an attempt 
to assemble relatively comprehensive information on the 
nation's total. resources in each health discipline, the 
trends, and expected future needs. 

Until this information is available, Australian health 
leaders are hesitant to indicate desirable or optimal 
ratios of personnel^ of the several types, to population. 
Attempts to forecast optimal ratios, as did the Mel- 
bourne Medical Postgraduate Committee in 1973, have 
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been viewed ikeptkilly for UnJc of ^equate d*U and a 
ioimd ba«ia for making eitiiifatei.(^') There is much 
conicioufneM that the numbcri required in any field will 
depend on the ptttenu of health imice organization of 
the future, as -well as on the rates of population growth, 
utiliziiiion rates, and other factors. In gereral, there is a 
pervading sense of ^^shortages'' in most health fields, m 
positions — widely advertised by health agencies — 
remain unfilled. Physicians, dentists, nurses, and others 
are typically busy people. As we shall discuss in other 
chapters. Ways are continuously being sou^tnot only to 
increase their numbers but also to enhance their effi- 
ciency or productivity within current supplies-. One 
aspect of this problem of supply, requiring special 
discussion, is the variety of measures being undertaken 
to imfprove the geographic distribution of health person- 
ncMn Australia, ' 
# 

Actiont to Improve Geographic Distribution ^ 

As in virtually all countries, Australia's health man- 
power, especially physicians and dentists, is very un- 
evenly distributed between the metropolitan and' 
country areas, A review of specific meuures to cope 
with this problem, so that health services ^vould become 
more accessible to rural people, is important. 

Hying Doctor Seryfce 

Because of its uniquely Aiutralian character and its 
early origins, the -Royal Flying Doctor Service should be 
noted first. With the continent's vut stretches of thinly 
settled territories, transportation of doctors to isolated 
&mili<fs by air was a natural solution soon aftir the 

airplane WM invented. V • ^ 

The earliest actioit was Uken in the , 1920*s by 
voluntary socieldes; a few doct^ors and airplanes were 
sUtioned at strktef^ points from which they could 
receive caUs for help by radio* Gradually these evolved 
into the Royal Flying Doctor Service, with seven posts 
staffed by radio operators, pilots, other aviation person* 
nel, and doctors. These are supplemented by 'Vadio 
control sUtions" which receive and relay messages from 
hundreds of **outback stations" equipped with ^'radio 
transceivers" (i.e., instruments capable of both trans- 
misaion and receipt of messages). As the service hu 
developed, some of the outback sUtions have also 
become equipped with medicine chests and staffed with 
trained personnel, so that much of the service is 
rendered by two«way radio communication (questions 
posed from the outback and instructions on medical care 
transmitted in response), rather g|^fl actual transport of 
the doctor.v^) In serious cases, of course, the doctor 
flies to the scene and/or thevfiatient is transported to a 
hospital. Only al^out 25 doctorl are currently engaged in 
thb woik full-time, ^ ^ ' . 

Iii 19St2, there were some 2500 outback stations 
by) the doctor^and-aircraft posts of the Royal 
-Pottor Service, In that year 21 airplanes flew 
t^600,000 mUes and evacuated 4,219 patients. Nearly 
85,000 doctor consultations were handled by flying 
doctors, either in regularly scheduled rural clinics or on 




an emergency basis. The cost in recent^ times has been 
about $1,500,000 per yesr, with 58 percent of this bdulg 
met by federal and sUte government subskUes and 42 
percent by pkUanthropic donations plus charges collect 
ted ftrom patients who use the service. Administratively 
there is a feparate Royal Flying Doctor Service organiza- 
tion, with a govenling council, in the five states covered, 
and a national headquarters and nation-wide communi- 
cation center maintained at the town of Broken Hill in 
central New South Wales, . 

In addition to this characterisUcally Australian volun* 
'tary programy heavily subsidized by gdvemmcnt,*the 
federal government operates its own Aerial Medical 
Service in the large Northern Territory. This is done in 
coiyunction w^ **bush nurses'* discusKd below. Be- 
yond this, a number of sUtes - New South Wales, 
Queensland, and Victoria - operate aerial ambulance 
services (sometimes using helicopters) to transport pa- 
tients from c^imtxy homes or hospitals to brger urban 
medical centers. Western Australut uses aircraft to 
transport dentists to isoUted areu,(*^/ In Queensland, 
the sUte government transports surgeons by air from 
Brisbane to outlying country hospitals for both elective 
and emergency operations. 

The great majority of patients served by these air 
transporution medical progranu are white Australian 
farmers or ranchers and thdr families. Some, however, 
are aboriginal people, Vho may make contact with « 
field radio sution. UnlAce the Indian H^th Service in 
the United Sutes, Australia operates no federal health 
program for iu original inhabitanti, although there is an> 
AboriguMd Health Division in t^ Australian Department 
of Health and several sUte governments operate Depart- 
ments of Aboriginal Aff«lri- Just in the Ust few yean, 
four Aboriginal Health Centers have been set up -in 
o^ital cities (Sydney, Melbourne, Brisbane, and Perth) 
and four more are being planned in country ^eu, A 
^ handful of young Aboriginal women^have beciy trained 
' as nursing aides or interpreters for these tenter*, but no 
Aboriginal hu yet become n docfbr* In the/Northern 
Territory, some df the federal ' government's small 
hospitals and health sUtions are used principally by 
Atx>rigin«l people. / 

Attracting Health Personnel to Rural^ Areu ; 

■ \f 

To attempt conrection of the geographic maldistribU'^ 
tion of health personnel, certain other strategies have 
been attempted in Aiutralia, 

Special Sehqlor^ipSy The oldest method employed 
has been to of^er sUte govemment.flnancial support for 
profewional education, on condition that the graduate 
will serve for a specified number of years at a rural 
location. Queensland hu offered these "cadeUhips" to 
medicals studenU for many years, under which they are 
**bonded" to serve one year in a rug^ p^it (luually a 
small hospital) for each year of assistance. About SO 
students are so bonded (for differing Ic&igths of service 
obligation) in Queensland at present, and a smaller 
number in South Australia, Althou^ the graduate can 
later ''buy out*' of his rural obligation, he seldom does 
this because it mi|^t weaken hil future pro^HXts for 
appointment in a public hospital, A ttmilar cadetship 
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program has been operated on a imall scale for dent: 
and rehabilitation therapiiti. 

In New South Wales and South Australia^ there have 
been smaill programs of ^'guaranteed annual income" for 
doctbrs who would agree to serve in^ur^ areas of need. 
These state governments have seldom had to pay any 
deficiu to meet these agreements, since the country 
doctor's ordinary earnings iuve typically ^xcaeded the 
^ guaranteed amount. In South Australia, a medical 
graduate may also volunteer a period of /'lutional 
service'' ux. a rural post, to earn preferential rating in the 
later competition for public hospital appointments. 

To permit country docton to take refresher courses, 
state health departments . sometimes send a ''relief 
doctor'' (usually a hospital registrar) to cover his 
practice. Relief nurses are sent to country hospitals in 
some states along the same lines. Another approach is 
for itate' governm(*nts to subsidize the construction of 
houses and medical ofHces in isoUted country places, j ' 

In Western Australia and some other states with acuie 
shortages of rural nurses, recruitment has been done in^ 
the United Kingdom* The state government pays thA 
transportation costs, in return fjr rural service for onc\ 
yeiurj if the nurse is willing to remain longer in the rural \ 
post, she is given a bonus. 

District Medical Officers. In Tasmania, and to a lesser 
extent N^.W,, a program of government salaried rural 
doctors has been developed. The pattern was legislated ^ 
in Tasmania in .1957, with the local municipality payingj 
one-third of the salary while the^state govemniicnt paid 
two-thirds and recruited the doctor* In 1957,\thc law 
^ was amended to its present formi .under Ivhkh the 
District Medlca^ Officer (D^.O.) gives scrvicis without 
charge to all patients during regular hqurs (9 a.m. to 6r 
p.m.), but may charge private fees for outV)f*hou*s] 
'* work* In i^dition, when there is no pharmacy mearby, J 
the DM0 may dispense medications at retail chUrges — ^ 
hiving purchased tliem from the state at ^nolesale/ 
ratesM K / 

• • ' In 1972 only 12 DMOs were employed in Tasmami, 

but the pattern has been considered by lome of tl^e ' 
larger states. With the supplemental earnings fxW 
private practice, drug dispensing, workers' compensation 
cases, special federal fees for care to pensioners, etc., and 
with defined-allowances for travel, telephone service, 
etc, the DM0 earnings arc attractive. The over-all annual 
earnings of one such physician whom we visited were 
*4more th^n double the official salary* Among his oWgaL" 
tions, the DM0 is also expected to carry out certain 

* * community public health functions, like operating a 

child health center, conducting school health examina- 
tions, or doing p^st«mortem examinations in medi- 
co-legal cases. The state provides ^ an office nursing 
" Jc assistant and sometimes the part-time services of a home 
visiting nurse* Difficult cases, of course,'may be referred 
to the nearest city hospital* 

Bush Nurses. In the Northern Territory ind some 
inland rural areas of alt the Australian sute%. there are 
small health stations, staffed by the so-called "bush 
nuTKS,'^ TOiese registered nurses often have a second 
certificate in midwifery and a third one in*thild health! 
Formerly they were sent out by the voluntary Bush 
Nursing Association, organized by church groups, but 
today they are generdly employed by official health 



agencies. In South Australia the bush nurses are employ- 
ees of the State Health Department. In New South Wales 
the nearest public hospital is the employing authority 
and is responsible for supplies as well as arranging 
periodic relief periods for the nurses. « 

While the statutory functions of the bush nurses are 
principally for child health work, maternity care, and 
immunizations,^ inevitably they are called upon to give 
all sorts of emergency medical care and first-aid. Without 
any special legal authority, they make diagnostic judg- 
ments and carry out numerous medical procedures that 
would not ordinarily be pcrnytted in an urban setting* 
Telephone consultations are available from a doctor 20 
or 30 miles away, and referrals are made to the Royal 
Flying D6ctor Service or one of the other aerial medical * 
services, when necessary. Ixi recent years around 300 to 
400 nurses have been newly registered in the Northern 
Territories, and a good proportion of these mnst be bush 
nurses. These nursing persongpi are obviously a crucial, 
resource to compensate for the shortages of doctors in^ 
rural Australia* i 



This summarizes briefly the over-all health manpower 
resources in Australia, and Some of the special measures 
to improve lAtir availability in rural areas. As in other 
British Commonwealth countries, the availability of 
medical, nursing, or other i>psitions in the government 
services Or in other agencies is widely, advertised both in 
professional journals and in the daily newspapers.(^^) ^ 
vThis practice, seen much less in the United States, serves * 
to spread wo^d of vacancies rapidly and ultimately to \ 
help in equalizing the geographic distribution of health 
manpower* 

Before proceeding to analyze new and changing 
functions of Atutralian health personnel, a. few high- 
lights on the nation's utilization of het*ith services and 
expenditures for them should be reported. ^ • 

Utilizatioij and Expenditures 

In the absence of a regularized reporting system, like / 
the continuing U*S. National Health Survey, information 
oh Australia's utilization of all hcaltK services and^ 
expenditures for them is not easily obtained. Measure- 
ments of expenditures in governmental programs are 
more readily available, but total expenditures — public 
and private as well as utilization rates, even within 
public pro^anis^must b^e esturnated on the basis of data 
from limited sources or localised surveys. 

Utilization Rates 

' Aggregatihg^data froim several sources, R.I^Scotton . 

. estimates that for the insured population, Australians 
receive services from doctors at the rate of 3.8 per 
J>erson per year.(*2) WhUc this figure does not include 
the relatively high use of general practitioner services in 
the Pensioner Medical Service (about 8 visits per person 
per year) or the -Workers' compensation program, it * 
excludes also a low-Use sector of the population who are 
not iniured or covered by any program. 

The rate of 3.8 doctor-contacts per person per year, 
applies to 1968, when the roughly comparable t/nitcd 
States rate was 4.5 according to the National Health 
Survey* Yet the latter, docs not include doctor-contacts 
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in hoipitali, while the Australian figures does; the 
American data also include a small percentage of 
"Services" rendered by telephort^ Thus, while inter- 
national comparisons of this sprt arb\always hazardous, 
it woidd appear that Australian doctor utilization is 
somewhat lower than American. 

A'household interview survey in Westem^ydney by 
Anthony Adams and colleagues, ^reported in 1971, 
showed that 80 percent of all doctor-conUcU were to 
general practitioners — a proportion undoubtedly higher 
than prevails in the United States. Another finding of, 
interest was that surgical operations in Sydney hospitals 
were performed in 66 percent of the cases by specialists, 
in 25 percent by general practitioners (concentrated in 
the 5-9 year age group, whten tonsillectomies are 
frequent). ai\^d 10 percent by hospital residents or 
others.(^) It will be recalled that relatively more G.P. 
siirgery is done in riural areas. 

Regarding hospitalization^ with Australia's greater 
supply of general hospital beds and their substantial * 
suppott from government funds, it is not surprising that 
the rates of use Aould he considerably higher than in 
the United States. In 1970-71, counting all public and 
private general hospitals, there were 175 in-patients 
(admissions) per 1000 persons per year in Australia,* 
which compares with a rate of aboiit 150 per 1000 in 
the United Sutes.(**) This rate varied from a low of 
158 per 1000 in Victoria to a high of 199 per lOOa in 
Queensland, with its strongl)^public hospital system. 

The average length-of-stay is. also somewhat longer in 
Australian than in American hospitals. In 1971, the 
aggregate hospital dayi utilized in general facilities was 
1556 pcrVipoe; compared with about 1100 days per 
1000 m the Unitc^States.t^) 

^ * Home nursing hu been a steadily expanding sarvice in 
Australia, as the population of aged and chronically ill 
increases. Between 1964 and 1971, the rate of home 
nursmg visits rose from 117 to 198 per 1000 population 
per year. In Western Australia and Queensland, where 
the ratio of doctors is somewhat lower, thes^ rates 
exceeded SOO per 1000 while in the better-doctored 
other sUtcs, the rates were all under 200 per 1000.<^^^ 
It would seem that visiting nurses in Australia do. 
Indeed, compensate to some degree for a shortage of 
doctors. • \ 

With the Pharmaceutical Benefit Scheme, one would 
cxgcct a high utilization of drugs, which is indeed 
rcp^wS by the federal Department of Health. Between 
1964 and 19'75, the rate of insured prescriptions (thus, 
excluding over-the-counter drug purchaies) rose from 
4.01 to 5.71 per person per ycar.(^**) In the United 
Sutes, often called the most "over-medicated nation in 
the world," the rate of prescriptions in 1965 was 
reported as 4.7 per person per year (being 4.0 tor 
persons under 65 years of age and 11.2 for oBcr 
persons). " 

Expenditures 

As in virtually all industrialized countries, thi^ ex- 
pcnditurqs for health services in Australia over the last 
decade or more has risen both absolutely and relative to 
the total national income. This rise is, of course, a 



compounded effect of increasing rates of utilization of 
services amd increwing prices for each unit of service. 

, In 1971, George Palmer estimated that, not countmg 
capital expenditures nor the costs of health manpower 
education or research, the personal health services cost 
Austr. $1,720,000,000. This was about 5.15 percent of 
Australia's grou national product - * lower percentage 
than America's (about 6.5) at the time.<^^) Breakdowns 
of this total, although derived from an earlier year 
(1966-67), are enlightening. Considering the sources of 
outlays, they were as follows: 



Percent 



Govcmincnt 

Fedenl 

SUtes , 

Local 
Private 

Voluntary insunnce 

Pcnonal / 

Charity 
Total 



62 



48 



100 



29 
22 
1 

18 
84 

1 



100 



While figures are not so clearly^^ available for eariier and 
later years, there is little doubt that the proportion of 
the total derived froin government sources has been 
rising. In fact, if we consider insurance and charity as 
"collective" types of expenditure, the proportion today 
in this sector undoubtedly exceeds two-thirds. 

The purposes for which these amounts are spent are, 
as in the United SUtes, heavily institutional - almost 
l^f going for hospital or related in-patient services. For^ 
1967, the breakdown was u follows:'^^) 



Percent 



tnitltutional Care 46.1 
General hospitals 

Nur^f homes « 

Mental hospitals 

Ambulance, etc. 
PubUc Health 4.2 

Penonal services 

Environmental 
Other Penonal Health Care 49.7 

Physician services 
i Dental care 
'* Dru|^ 

Other 

Total 100 



32.6 
5.6 
5.4 

. 2.5 

2.6 
1.5 

15.8 
».7 

21.8 
7.6 
100 



Referring back to the' previous tabulation on sources 
of health fundv4C may be observed that much the 
greater part.of the S2 percent derived from government 
goes to support institutional services, while the lion's 
share of the 34 percent derived from personal outlays 
goes to the several components of n6n-institutional 
personal health care. The latter includes almost the 
whole of dental carc> the cost-sharing and "extra'* 
charges for physician's care, non-prescribed drugs, and 
the varied paramedical services (eyeglasses, physio- 
therapy, etc.) included tmder "other." 
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Ck>ntenung time-trendi in health caure expcnditurcf, 
ai noted earlier, the rises have been due both to 
^ iiiarcased utilization rates ind hi^er prices per unit of 
* service. Regarding prices, theic have of course risen for 
virtually all goods and services in the Australian ccon* 
omy, but Scotton calculates that the rise in doctors' 
incomes from 1952 to 1969 was at a rate of about 6 J 
percent per year, compared with a rise gf &.O^percent for 
average weekly earnings in all occupations*'^^) This is 
not the same as saying that individual medical fees have 
risen faster than other prices (Auitralia does not carry 
out a ^'consumer price index" continuing survey, as does 
the U.S. Department of Labor), but general observation 
of medical pricing tendencies, discussed earlier espe- 
jially the frequent exceeding of thic "common fee" 
suggests that this is so. Australia in 1974 was in the g^ips 




of a serious geheral inflationary trend, which was clearly . 
world-wide, and all components of health service were' 
affected by it. An effort to stent the tide of medical and 
related price increases was one among several reasons for 
the Labor Government's enactment in 1974 of a social 
insurance prograni for health care, with more rigorous 
controls, to be discussed in Chapter-Six. 

Aside from inflation, the allocation of expenditures 
between institutional and ambulatory services, shown 
above,, is stimulating various strategics in Australia to 
alter these proportions. The ways in which attempts to 
strengthen am'bulatory and preventive services are being 
made, in the hope of reducing the relative load of costly 
91-patient services, and their manpower implicationSi will 
be explored in the next chapter. 
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Chapter Three * 
INNOVATIVE FUNCTIONS OF HEALTH MANPOWER 



This chapter wiA foctis on innovations in the formula- 
tioiri of health manpower functions in Australia in recent 
ycwcs* To cope with the rising demand for health services 
s^en in Aus1tana,)as in all countries, mounting attention 
is being given both to the numbers of most types of 
heaitK pcrsomxel and to methods of increasing their 
productivity. Improving productivity inevitably means 
modifications In the patterns of delivery of health care. 

Because of its basic medical importance as well as the 
Vnormous: attention accorded to it in Australia, we will 
^exdmine Hr^t new appiroaches to . providing primary 
tare — emphasizing as it does the role of the general 
practitioner of medicine and the development of com- 
munity health centers to strengthen his hand. Next will 
be a brief 'look at the specialty services of medicine, in 
which ihp ferment is somewhat less. The community 
nurse moveiyient, seen differently iii different states/will 
be examined next. After this belongs a summuy of new 
conceptions for other allied health person'hel, and finally 
special observations on the important clevelopment of 
school dental therapists. 



Primary Care: General Practice and 
Health Centers 

In Chapter Two, we noted the concern in Australia 
about declining proportions of general li^edical practi- 
tioners ~- in spite of its slow rate and the much stronger 
role that G.P.s still play in Australia tnan in the United 
States and some other countries. To coi^tcract these 
trends, two principal strategies may be observed: (a) 
deliberate program^ to strengthen general practice .both 
in the quzmtity and quality of practitioners; and '(b) a 
movement to change the prevailing Ipcale of general 
practice from private premises to community health 
centers. 

Strengthening General Practice 

To mcrease the relative numbers of - general practi- 
tioners, as well as to improve the quality of their work,, 
actions have been taken at several levels ~- in the medical 
schpols, ' at the postgraduate stajD;e in hospitals and^ 
community settings, and through programs of contin- 
uing education of established pi^actitioners. 

Mfdical .'School Activitiest With the encouragement 
of strong fii^ancial support froiyi the, Ausi^lian Univer- 
sities Gommissidn (A.U.C.),'^^ will b^ lixglained in 
.Chapter Four^ varied undergraduate programs for teach- 



■ ing **fainily medicine** are being developed in several 
medical schools — probably in all nine of them before 
long. Unlike its, American counterpart, the Australian 
Medical Association/has for many years strongly sup- 
ported general practice (vxmt.oi it$ members are G^P.s) 
and in 1971 recommended the establishment of Depart- 
ment of General Practice in all tiieclical schools, 

A,U.C. funding for family medicine teaching pro- 
graarns has so far gone to the University of Melbourne 
and Monash Uniycrsity in Victoria, to the University of 
Adelaide and Fliltders University in South Australia, and , 
to the University/ of Queensland (Brisbane) . Different 
■ administrative patterns are being tried in the medical 
school structure. A|: Mo&ifLJIiuversity, for example, 
faniily medicine is being incorporated as a division in the 
Department of Socfal and Preventive Medicine. At 
Flinders Medical School, a separate Department of 
Primary Care and Community Medicine is being estab- 
lished, as the initilQ department in this new 'school.' 
Various teaching methods arc being tried, and a favorite 
one is assignment of the medical student to a small series 
of faniiiies for a continuing relationship through several 
years of schooling. 

Not that the concept of teaching, famil"^ medicine is 
fully ^qcepted by all medical school faculties. The 
* specialties of internal medicine and surgery are still 
dominant apd often resistant. There is no question, 
however, about the stronger; place being accorded to 
general practice in imdergraduate medical education 
through the influence of the Royal College of General 
^actitioners and t'he earmarked Hnancial support of the . 
Australian Universities Commission. Australian pro- 
moters of strong general practice are fond of quoting the 
British Royal Commission on Medical Education (Todd 
Report), wh^ch states: 

• \ ■ .\- . 

"Every undergraduate medkal student 
should be given an insight/into general 
practice.... Patients seen in teaching hospitals 
represent a highly selected group and an 
overwhelming majority of those seeking 
medical attention arc treated in general 
practice without reference to hospital.... 
Certain aspects of medicine which are be- 
coming increasingly important are best 
taught in the context of general practice.... 
No departments of the' medical school is 
ideally fitted to provide the necessary teaCh^ 
ingk... We think that universities should offer 
senior academic appointments in this 
field."(2) • 



through such early snd<>Ctrination> it is hoped that a 
greater proportion of 'new medical graduates will cntp 
gcneral^pracUcc, and without a feeling — so common in 
the p*H— of its . representing secoytd-ciauis medical 
citizenship*^^) 

PosigraduaU Meikai Education. After completing 
medical school and a one*year internship, the young 
doctor enters his postgraduate yeari. Here, the newly 
qualified medical graduate tj|Jke$ further training to 
prepare for his ultimate role a$ a specialist or general 
practitioner. In order to,cncouragc_ selection of the latter 
field, . a vigorous program of postgraduate training in 
•♦family medicine!' has been developed, as will be 
described in more detail in Chapter Four. 

To summarize it, the fiwt two post-internship years 
of "basic training" consist of a'^ rotating residency in 
hospitals, work in selected community general practices,, 
and further didactic courses,(^) The wo^ in general 
practices lasts three to twelve months, during which the 
resident is assigned graduated clinical. responsibility. The 
final two "advanced training" years continue with the 
candidate as a ^'registrar" in the general practice, where 
he or she ii delegated increasing responsibilities. Over 
this four-year postgraduate period', supervision is exer- 
cised by the Family Medicine, Program^of the Rayal 
College of General Practitioners. N. ; . ' 

In 1973-74, the Family Medicine Program Was fi- 
nanced by a grant of Aust. $1,100,000 to the Royal 
College of General Practitioners with Aust. $3,000,000 
expected for 1974r75, This has been sufficient to 
subsidize training ai:ttvlties in every state, with some 
priorities for areas of doctor shor^ge- In Jurie 1974^ 
there were 182 doctors in basic trainin"!^ and 56 in 
advanced training. The state supersivory centers for this 
training fiimish teaching literature, slides, etc. as well as 
general administrative surveillance. They also offerjvpl- 



untary exainmattons 



Continuing Education. The Royal Australian College 
of General Practitioners attempts to maintain continuing 
competence in general practice by periodic offerings of 
educational programs to active practitioners. These 
consist of various short refresher courses offered at 
hospitals or elsewhere; published materials, and also 
periods of service iii^ hospital out-patient departments.^®* 

A special program of rertraining for female general 
practitioners, who had been out of practice with family 
responsibilities for several yeaicSf is also offered- In June 
1974, there were 86 women doctors enroUcd in this 
program^t^l 

Analyses of General Praf:ticf. Both as a reflection of 
the great interest in strengthening general practice and to 
provide documentation of the needs, there have been a 
series of studies of the clinical content of general 
practice in Australia* By clarifying the nature and 
volume of problems faced by the general practitioner ^ 
the^B: studies emphasize the inapprtance of the field, in 
^tttion to the specialties, and the types 6f assistance 
re^quired to enable the G.P» to meet the demands 
effectively. 

A Study in. 1965, for eipunple, emphasized the 
frustration of ^6 general practitioner due to his sense of 



inability to handle the. abundant wgrch 
encountered in general practice,'?) It was based on 
interviews with and observation* , of a sample of. 21$ 
general practitioners,^ distributed in both metropolitan 
and rural settings, and in solo units, partnershipai^ and 
group practices. It Was concluded that far more training 
was^ needed in both the undergraduate and postgraduate 
years on the realistic context of commtmtty general 
practice; The conclusions of tthis, along with other 
similar studies, dojibtless helped to stimulate the dynam- 
ic Fjuniiy Medicine Prograih of the 1970's reviewed 
above* 

Another study reported in 1968 gathered information 
oii 339 general practitioners in NeW South Wales, and 
likewise disclosed the inadequacies Of the hospital 

• training received by the majority of these doctors. It also 
revealed that while 75 percent of G.P.S employed a 
secretary-receRtioiibt, only 10 percent had nurses who 
were engaged purely for their professional abilities^ The 

' vyider scope of rural, compared ^with urban G.P, serv- 
ices ^ in surgery^ obstetrics; anaesthesia, etc* 'r- was doc- 
umented.(^) Another general practitioner survey in 
Victoria, reported in 1969, disclosed the heavy workload 
of these doctors, with 56 hours of work per week as the 
median. Interestingly enough, the country doctors in 
1967 had higher median incomes, by 10 percent, than 
metropolitan doctors presumably due to their greater 
earnings from surgery and obstetric$; this was in spite of 
the highct earnings of gproup practice (compared with 

/ solo) doctors, who were typically ipore frequent in. the 
larger cities*(^^) , ' ^ . ; 

A more epidemiologically sophisticated study of 
general practice was conducted in ld69 by interviews of 
a sample of 1420 households, to leam the experience of 
patients with general practitioners^ Nearly 80 percent of 
Che 5343 persons in these households had recently 
consulted a general practitioner, and showed a generally 
high degree of confidence in his capabilities, not only for 
primacy care but often also for surgical, obstetrical, and 
other specialized procedures. It was evident that in the 
eyes of the general population, thevG.P. occupies a very 
important place, while at the same time people show 
increasingly knowledgeable attitudes about both the 
technology and economics Of modem ftiedicine.t ^ 1 ' 

AH these , and other studie$ of general practice in 
Australia point to ^e great importance attached to this 
field, both by the medical profession and constqiiersv 
Even with the very small percentage declines m general 
* practitioners, vis ^a vis specialists, noted in Chapter Two,' 
the energe^tic^^ actions taken by iht Australian Medical 
Association to strengthen general practice arc in notable 
^ contrast to the posture of the Comparable association in 
the United States, where the initiative, to alter the swing 
^ of the pendulum away from specialization, has come 

' mainly ifrom the general practitioners themselves. The 
Australian Medical Association Report on General Prac- 
tice and its Future in Australia gives a comprehensive 
analysis of the problem^ as Seen in 197?, and a clear set 
of recommendations for corrective acti6n at all levels — 
' the different, stages of undergraduate, graduate, and 
continuing education, as well as the patterns of organiza-* 
tion of clinical practice.^ 

Perhaps most remarkable in the above comprehensive 
report (as ^e learned from several^ conversations) is its 

31 ^' 



42 



aMlyocac^ df. a gtdater opportunity for teamwoirk of the 
general practitioner with allied health petsonnel^ if he if 
to be helped to render a better quality of service /Thii 
should be» the report recommchdsi through extension of 
larger group practices and also through the increasing 
location of C,P.'s in \ommunity health centers/' staffed 
by 2t' broad team of ancillary personnel. This crucial 
recommendation deserves more detailed discussion, . 

Community Health Centers 

The ^'health center'' as a physical structurci^ .which 
would modify the whole character of delivering health 
service has a long history in the world and especi^dly the 
British Commonwealth nations.^^^) To oversimplify 
perhaps, it has been promoted in many countries as a 
way to enrich the teamwork and quality of ambulatory 
car e, with integration of prevention and treatment, in 
somewhat the same way as the hospital has greatly 
facilitated the delivery oL integrated specialized care to 
the seriously sick. 

As in other countries, the community health center in 
Australia has been interpreted in different ways l>y 
different sectors of the health professions and the 
population, and its implementation has naturally been 
diversified. From everyone's viewpoint^ however ,t it is 
seen as sm instrumentality for strengthening primary 
care ^ either through offering it by general practitioners 
and others on the health center premises or through 
backing Cip the medical services of practitioners located 
in their own quarters* 

In the strategy of the Labor Qpverhment elected in 
December 1972, the promotion of community health 
centers was regarded as a task that should be separated 
^administratively from the movefkhent for universal 
national health insurance. It was assigned therefore to a 
separate Hospitals and Health Services Commission 
which, w,hile outside the Departm^t of Healthr reported 
to the same Minister for Health. (The health insurance 
program, it will be recalled, was made a responsibility of 
a new Minister for Social Security t). This Commission, 
set up in February 1973 » was allotted a substantial 
appropriation from which it had the authority to make 
grants to the states, to non-official bodies (such as the 
Royal College of General Practitioners), to local govern* 
ments and other entities for specific capital or operating 
purposes which would improve the organization or 
delivery of health services.^ Among the most important 
purpo$es for which theie grants have been mi(de has 
been for the development of community healdi cen- 
ter..(H) 

Typ^s of Health Center, In tandem with an effort to 
tighten the structuring of specialty services in hospitals 
(see below), the health center movement has been' 
envisaged clearly as a method of strengthening general 
practice and primary care. The response of general 
practitioners and the various, state branches of the 
Australian Medical Association^ however, has been some- 
what mixed, so that in the interests of peaceful 
progress — rather than confrontation and contention — 
the Hospitals and Health Services Commission (HHSC) 
has been very flexible in its policies^. It has given grants 



to the states for health centers with varying scopes of 
functions, depeiiding on the wishes of the state health 
departments and the postures of local general practi- 
tioners. Three general categories of health center can, 
accordingly^ be distinguished* (15) 

Most desirable, in terms of the Commission's ultimate 
objectivet is the health center which offers complete 
. primary care > where general practitioners are located on 
the premises, along with a team of nurses, social 
workers^ j[rtiysiotherapists, health aides> and others. The 
doctors may be paid by a full-'time salary, ^ sessional 
payment or part-time sal;ury» or by conventional fee*for^ 
service. This comprehensive health center pattern has, so ^ 
far^ been actually achieved in only a few places, and 
these are mainly in low income districts where local 
private G.F.swere in very ihbrt supply^ 

More numerous is the second type of health center, in 
which varying mixet of ancillary health services are 
offered^ as a sort of "back-up" for private general 
pra^ctice, without medica)K practitioners being in the 
buUding at all. These supporting and allied personnel 
may jnclude community health nurses (see below)i social 
workers, psychologists, physio tl^erapists, speech ther- 
apists, dieticians* geriatric specialists, or others. The 
general practitioner|^ro;n hit own private quarters, calls 
on members of this staff to help in the care of his 
patients by home visits or by asking the patient to visit 
the center/ It is perhaps self-evident that this type of v 
health center, being modest and distinctly auxiliary in 
scope, is not a competitive '^threat" to the private 
practitioner, and has been developed where local doctors 
Were clearly resistant to the more comprehensive type. 
Yet, one may expect that^ln time, some or even all of 
these supportive health centers may acquire CP.s on 
their premises and . become capable of offering generail- 
ized primary health care. 

The third type of health center is one with orienta- 
tion restricted to some special health problem, such as 
problems of the aged* occupational injuries, or simply 
nursing services in remote areas. .One of this type of 
center, which we visited^ had been started some years 
ago by an industrial group to cope with workers' 
compensation . trauma cases, although its scope had 
recently somewhat broadened. 

The Hospitals and Health Service! Commiuion had 
given grants, summing to Austr. 110,000,000 in the 
1973-74 fiscal yesur for the establishment or enlargement 
of 52 community health centers. These Were distributed 
among the states as follows: 

/ ■ ' ■ • ■ 

New South Wales (including A.C.T.) .^17 

^ctoria ... . . . 14 ; 

South Auitndia 8 

Queensland » . » . « ^ 4 . . 6 

Tasmania ^ ... ^ « ^ • « • • . 5 

Westem Austialia 2 

The physical Structures and designs of all three types of 
health center are highly variable^ The great majority are 
renovated buildings ^ old homes, stores, ^etc. built 
originally for other purposes, but a few have been newly 
constructed. Administratively^ some are operated di- 
rectly by the state official public health agency and 



others by local hoipitali, health , agencies, or other 
commimity groups. 

Controversies and Significance. As noted, most com- 
munity health' centers have been started in areas of local 
doctor shortage, not only beca^use needs were greatest in 
sucli areas, but also professional resistance least. The 
principal exception has been in the A-C.T. (Australian 
Capital Territory), where— being close to the seat of 
Labor Government authority aind having an especially 
energetic local Director of Health Services — the pattern 
is being promoted as a sort of pilot demonstration for 
the whole nation. As of July 1974, there were three 
health centers in the A.C.T., all of the coittprehensive 
type. They differed, nevertheless, in methods of doctor 
remuneration and in staffing. In one, all the doctors 
(four of them) are on full-time salaries, in the second 
they are paid fee-for-service, and in the third there is a 
combination of the two methods. It has been claimed 
that the fee-for-seryice doctors are more productive, 
seeing more patients per week, but, according to the 
A.C.T. Health Director, the full-time salaried doctors 
take more time per case (15-20 minutes, compared to 
6-8 minutes for the fee doctors), referring the simple 
cases ,or the follow-up visits of patients pi^eviously 
/examined to nurses, social workers,--^r others.. Signifi- 
cantly more allied personnel are employed in the. 
salaried-practice centers; referral of patients to them 
means no loss of income to the doctor. It is intended 
that by one year hence, several more centers would be 
established and about one-third of the A.C.T. population 
would be served by community health centers for their ^ 
primary care - curative and preventive (especially child 
health services). - , * \ 

In piost of the existent health centers in Australia, 
.and most that we visited, however, the services were^of 
the second type — purely supportive* In Melbourne, 
Victoria, the Fawkner Park Community Health Centre 
offers home nursing (through the cooperation of the 
local Royal District Nursing Service), mental health 
counseling (through psychiatric nurses of the State 
Mental Health Authority*), social work, and medical 
coordination by a part-time CP. working to link this 
staff with the patient's personal doctor. With the decline 
of the.doctor's home visit, because of time-pressures on 
the general practitioner, home visits^ by health center 
personnel are regarded as especially important to convey 
a properly broad understanding of the patient as lie fits 
into his total environment.(^^) . ^ 

One supportive-type health center in Sydney . is 
administered b| a large general hospital and is staffed by 
three nurses, two social workers, a physiotherapist, a 
chiropodist (one day a week), a part-time dietician 
available from the hosfiital, and a receptionist. The 
Medical Director is a salaried general practitioner who 
also carries other clinical responsibilities in the hospital 
out-patient department and devotes his health center 
time^ mainly to planning and administration, seeing 
special problem cases only occasionally. Of the patients 
seen by this health center staff, 20 percent arc referred 
by local G.P.s, 60 percent.by the hospital (typically on 
discharge of Chronically ill cases),, and 20 percent by 
other community agencies. . 

Another health center in the Sydney metropolitan 
area, in the suburb of Glebe, has similar supportive 



functions; being in an especially low-income area, 
however, its staff doctor offers a limited amount of 
direct patient service. T^his center is located on the 
ground floor of a custodial old people's home, and 
large share of its patients are the aged and chrbnicsick. 
In Brisbane, Queensland, one health center ^visited is 
known as the Community Home Care Service and is also 
devoted almost entirely to the aged and chronically ill. It 
is- sponsored by the Division of Geriatrici-of^the State 
Department of Health and serves abotUSO new patients 
per month; nearly all the general practitioiibrs in t^ie area 
have called upon the center, for ^assistance. 

Still another health center visited is of the third type 
listed earlier, being focused mainly on industrial injury 
cases. The Trade Union Clinic and Research Centre in 
western Melbourne had been started by the . Meat 
Industry Employees Union in 1964, as a sequel to a 
dispute involving the treatment of work-related injuries. 
Eventually the family dependents, of workeifs became 
eligible to use the clinic, although most of the work is 
still trauma-related. The doctors and other personnel are 
all paid on a salaried basis, but most of the income of. 
the center is derived from fees paid by workers' 
compensation, by health insurance funds, or directly by 
non-insured patients who can afford it (indigent patients 
are treated free). About 1500 patientt are seen per week, 
and the center is used for teaching ^purpdses by the 
Monash University Medical School. The apparent inten- 
tion of this trade union-initiated health center is 
gradually to expand into a comprehensive community 
health center.(^ ') ' " • . 

The whole health center movement in Austraha is 
clearly dynamic. For some years it has been seen as a 
solution to the difficulties of isolated general practice, 
and a compensation for the declining linkn of the G.P. to 
urban public hospitals,(l®) It ' was regarded as an 
adjustment to the rising demands "on general practir. 
tioners in the face of their relatively declining supply - 
through the advantages of medical care teams ^ well 
before the ttturn if the Labor Government to pow- 
gy (19) When, therefore, the Labor Government was 
elected in late 1972 and the grant program for **com. 
munity health services**, was launched, it was essentially 
building ori ai conceptual momentum that was already 
underway.' 

Still; if only because of the ideological fears of the 
^ private medical profession relating to a Labor Govern- 
ment, the strategy of the Hospitals and Health Services 
Commission has obviously been to move cautiously, at a 
pace that the state health authorities deemed appropri- 
ate and not-too-controVersial.(2^) Thus, the major tbrust 
of the health centers, even the most comprehensive type, 
at this stage is to emphasize the care of the chronically 
sick, the aged, and, the poor. This approach is less 
' threatening to the average private practitioner, who lacks 
the time anyway for proper care, with periodic home 
visits, to this type of patjent. 

From the point of view of the Australian -Medical 
Association, on the other hand, there is no doubt that 
the health center movement is viewed with some alarm. 
We gathered this impression from official rcpresjfhtativcs 
of the Association at national and state levels in several 
states, to whom we posed the question. They know that 
the government's intention is to expand graht support. 




for health centm lirom the Auitr. |10,000,00Q given in 
1973^74 to some Austr. |42,Q00|OOO iii the next few 
yeari. Seeing this as a threat to the independence of the 
private practitioner, the national and state branches of 
the Association have formulated policies thatmi^t be 
politically effective in keeping the movement within 
certain bounds. These policies include', for example, the 
principle that health centers should be developed only in 
areaa of doctor shortage, that only fce-for-service remun- 
eration should be applied for doctors, that their empha- 
sis should be on provision of preventive and curative 
services to low income patients, etc*(2 1 ) , 

' Some Australian observers, viewing recent develop- 
menu in the United States, have looked upon the 
community health center as' the nucleus of "health 
maintenance organizations'* (HMO) in which a defined 
population would support the costs ;through prepayment 
or insurance,(22) separate and strong govem- 

4nental fuitding of hospitals, on the other hand, any 
nnplemcntation of the HMO idea in Australia would 
have to be quite different from that in America, where 
savmgs on hospital use typically yield extra financial 
rewards to the doctors.^ In any event, it would seem that 
the recent enactment of universal health insurance in 
Australia (see Chapter Six) would help to provide firmer 
finahclai support* for the operation, of those community 
health centers, especially the comprehensive ones, that . 
are developed. In our opinion, this whole movement is 
of the greatest significance in modifying the patterns of 
delivery ^f primary care in the years ahead. 

ti^ke all new ideas in health service organization, 
oppditition from those who have prospered from the 
'Wtus quo ante'Vhas'ineviubly arisen. Likewise, as in 
all countries, the younger generation of doctors is more 
receptive to the new patterns than sure their seniors. In 
fact, a survey in Brisbane in 1975 found, in a sample of 
140 O.P.s» that 64 percent considered that health centers 
would improve medical and paramedical services for the 
population.'**/ Judging from the rapidly rising rate of 
utilization of the health centers that have been devei- 
opedf particularly those with family doctors on the 
premises, the people like the idea. For similar reasons 
perhaps, hospital casualty departments have also become 
increasingly used in Australia, as in America* Alt the 
signs, therefore, point to the expanding role of this 
innovative pattern for delivering primary health care in 
Australia. 

Specialized Medical Services 

While less turbulent perhaps » innovations have been 
occurring in the functions of various medical specialties* 
Moifeover^ even in some long-established specialties 
notable differences are discernible between patterns in 
Australia compared with those in the United States. 
Some of each of these types of health manpower 
function are of interest and may be described. 

Medical Staff Organization in Hospitals 

A* noted in Chapter Two, the great majority of 
hospital bed facilities in Australia are in public facilities, 
where pressures have steadily mounteid for more highly 



structured medical staff organization. The most recent 
figures come from a survey conducted by the Hospitals 
and Health Services Commission in June 1973« All states 
and territories cooperated in providing data on their 
hospitals/ except for Victoria, ^o, that these figures are 
not completely comparable (as a tim^ trend) to those 
given in Chapter Two, but the relative strength of public, 
compared with privately sponsored hospitals, is ap- 
parent. Except for Victoria, the rate of response to the 
questionnaires sent to all hospitals receiving federal per 
diem subsicUes (hencCj, excluding mental institutions and 
military or Repatriation facilities) was over 99 percent. 
This constituted a national total of 813 general hospitals 
in which the beds were distributed as follows:(^^) 



PuUic: state owned and operated 
Public: religious and charitable 

Private: religious and charitable 
Private n[>rofit-making 

Total: 



Beds 

50,625 
5,S55 

5,?7S 
4,706 

66,962 



With about 85 percent of the beds in 1973 in public 
hospitals, where medical staff orgam'zation has been 
growing increasingly structured, it is not surprising that a 
rising proportion of all doctors are becoming full-time 
salaried hospital employees. In 1947, of all Australian 
doctors 14.2 percent were so employed, and this 
proportion had risen to 28.5 percent by 1971. An 
analysis in 1972 showed 4800 docton in fu)l-time 
salaried hospital positionii> of .)Vhom 19 percen)t were 
interns, 49 percent were residents or registrars, 7 percent 
were admmistrative, and 16 percent were full-time 
1 specialists.i'^^) This trend has been associated with the 
advancing technology of medical science, the increasing 
demands for specialty training, and the rising require* 
ments of the specialty colleges for acqi^ring members- 
ship, with all its concomitant economic advantages. At 
the same time, specialists mainly in' private practice who 
serve patients ii^ the public beds of public hospitals, as 
noted earlier, are increasingly (n6w nearly always) paid 
pn a sessional basis, rather thani^ing expected to serve 
the poor as an '^honorary" or cUaritableduty. 

The other side of the ho^itah staffmg coin is the 
reduced opportunity for general practitioners to wor|c in 
public hospitals, except in country areas. This, in turn, 
adds fuel to the movement for providing the G.P. a 
better work setting through community health centers* 

Psychiatry and Mental Health Services 

As noted earlier, the minority of Australian psychi- 
atrists are in public employment, rather than private 
-praetice — a fact which reflects a good deal about the 
mode .of.functioning of mental health services in general. 
Whether for local cultural reasons, lesser diffusion of 
Freudian influences from central Europe, or other 
factors, mental illness seems to summon less attention 
(we do^ not know its relative prevalence) in Australia 
than in the United States. Uenl^ hospital beds, includ* 
ing those both for mental disorder and retardation. 
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numbcYcd 2.1 per 1,000 popuUtion in 1972 (when the 
113. rate was about 4.0 per 1,000), having declined from 
5,0 in 1963.(2^) (It wilt be recalled that Australia'ii 
general hoipital bed ratio exceeds America's.) 

Dcipite this relatively low mental bed ratio, in recent 
years Australia, like the United Sutes/has put increasing 
emphasis on organized mental health services for the 
ambulatory patient in the community. TiW* approach 
has been implemented principally through tKi'esUblish- 
ment or expansion of community m<»ntal health centers - 
of varied types. The Mental Health and Related Services 
Act of 1973 provided for federal granU to the states and 
' local units for the construction and operation of such 
, centers. This Act is administered by a special branch of 
the federal Department of Health; in 1973-74 grants, 
aggregating more than Austr, 17,300,000, were given to 
nearly 200 menUl health projects, of which about half 
were in New South Wales and the rest in the other five 
sUtes.(27) These clinics^ and similar programs included 
services for. alcoholism and drug dependence cases, as 
well as for general mental or emotional disorders. 

It is the intention of the Ministry of Health to work 
toward integration of these mental health clinics of 
different sorts with the generalized community health 
centers discussed earlier, with a target date of July 1976. 
The plan is to broaden the scope of the mental health 
units to include general primary or iupportive medical 
care, and likewise to extend the general centers to 
' include attention for psychiatric problems. 

More specifically relevant to manpower policies for 
mental health services, there has been a growing sense of 
shprUge of paramedical persoiihel in Australia. Social 
workers have been in particularly ihort supply, and there 
if no clear category of "psychiatric social worker." 
Although some of the community mental health centers 
are staffed with general social workers, most are not, 
. and this has created pressures for training alternative 
types of pcrionneK One approach has been a poit-basic 
year of training in psychiatric service for registered 
nurses. Another has been to use the "community health 
nurse" (see below) for assistance in a community 
facility* In SouUi Australia^ and to some extent in other 
states, a new type of "mental health visitor" has been 
Vsed/28) 

These were, more or, less, sub-professional social 
workers who underwent a 12-month training period — 
three months of it being didactic and nine months being 
On-the-job practical training. In South Aiutralia, the 
'training vm supervised by the chief social worker of the 
MenUl Health Services Branch of the SUte Department 
of Hospitals. As explained in Chapter Four, candidates 
for this training were typically mature men and women, 
who were not expected to have any special academic 
credentials, so long as they had plenty of life experience 
and showed an sqptitude to relate to troubled people. 
Despite, the success claimed for this type of menUl 
health auxiliary, problems were met in job classification 
for salary purposes by the Public Service Board. The 
plan now is to replace these personnel with "welfir^ 
officers" trained in colleges of advanced education to a 
^ vocational level not quite up to that of the university- 
prepared nocial worker. • 

Another approach' has been the ifse of volunteers, 
who attend a few weeks of lectures, to help staff 
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community mental health prograttis. These include not 
only clinics, but also telephone "life-line" counseling 
services or programs of visitation to discharged mental 
hospital patients. Volunteer mental health workers are 
expected to refer cases, when, necessary, to psychiatrisU 
of fully-trained sqcial workers. ♦ 

Psychologists have also begun to play a sma|r but 
expanding role in community mental health facilities. 
Psychiatric service, however, has evidently not attracted 
university-trained psychologists in Australia to anything 
like the extent that has occurred in the United States. 

ThV occupational therapist, on the other^hand, has 
gradually moved closer to the social worker m orienta- 
tion in Australia,^ than td the physical' therapist.t^^) 
While their origins in Australia, as elsewhere, were in 
rehabilitation of the "physically handicapped, the O.T. is 
increasingly being viewed 9S a manpower resource for 
general as well as mental health centers, to help patients 
adjust to the ordinary demands of daily living. The 
psycho-socia}, as well as the physical, component in the 
handicaps of aged and also younger patients iibetoming 
increasingly appifeci^ted as a problem to which the 
occupational thera{)ist can effectively apply her efforts^ 
These health manpower developments in the psychi- 
atric sphere apply also in community hospitals. Just as 
the emphasis has been toward dcvtloping ambulatory 
care centers for the mentally ill, Australia shares the 
approach seen also in North America, with respect to 
shifting admission of mental patients from mental to 
general hospitals. The limiting factor, so far, has been 
the shortage^ of allied psychiatric personneU The new 
approaches described above apply, therefore, to the 
staffing of general hospitals for mental patient care, as 
Well as to commiuiity mental health programs. 

Other Medical Specialty Services 

A few comments on health manpower innovations 
involving other medical specialties niay be helpful. 

Unlike the American scene, pediatrics in Austral^* " 
regarded as a distinctly consultant specialty, rather than 
as a branch of i^edicine for total health setvice to 
chydren. The point is that primary care for children, as 
well as for adulls, is regarded as the province of the 
general practitioner. Moreover, most well-baby or ^ell- 
child care, given in public health clinics, is provided by 
nurses who have studied a post-basic year in child health. 
The pediatrician, therefore, is only called m by the G.P# 
for consultation on especially complex problem cases in 
children.'^As noted earlier, the great majority of candi- 
dates for the special tyXpllege of Pediatrics are failed in 
the examination procauT and in all Australia there were 
only 135 pediatricians redded in the 1966 Census. 

Physical medicine .an4' rehabilitation, on the other 
hand, does iliot exist at all as a specialty in, Australia. 
Rehabilitation therapists in physiotherapy, occupational 
therapy, and speech therapy — while regarded as work- 
ing under the general direction of doctors — have much 
latitude in what they do* They do not simply execute 
the orders of a physical medicine specialist, as in a 
properly staffed American facility, but they themselves 
design the course of therapy, the modalities to be 
used, their duration, etc. for cases referred to theiti by a 
doctor* 

»6 ' . ' 
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Somewhat similar to pediatrics, obstetrics is mote of 
a consulfative specialty in Australia than in the United 
States. A' large share of maternity cases are delivered by 
general practitioners, and the obstetrician is called in 
only for complicated cases or for a normal delivery in 
very wealthy patients. Also, the nurse-midwife, who has 
had a fulf year's additional training after basic profes- 
sional nursing, does a good many deliveries in the 
hospital. Nearly all (99 percent) chitdbirths in Australia 
occur in hospitals, and theoretically they are supposed* 
to be done by doctoics — either fully trained ones or 
house officers (in terns ^ residents or registrars) in train- 
ing. Theoretically the nurse-midwife is only expected to 
assist, although in prenatal care she may examine the 
pregnant mother by herself. In^practice, however, one is 
told that very often the doctor does not arrive in the 
delivery room pn time, and then the nurse-midwife 
carries out the whole process. Moreover, the midwifery 
certificate requires that the graduate nurse must c^ury 
out 20 deliveries under supervision by herself. We were 
not able to find statistical data on ti^e proportion of 
obstetrical deliveries actually conducted by midwives; 
estimates, of different doctors and nurses whom we i 
questioned differed widely, but our guess is that,witly 
hundreds of nurse-midwivcs actually working in public 
hospitals, ""and even some private ones, a sizeable propor- 
tion — perhaps 20 to 30 percent ~ of qhildbirths are 
really attended by midwives. Most of these are concen* 
trated among maternity cases in public or ^ 'standard 
ward" beds of public hospitals. This would constitute a 
si^ificantly different manpower function from that 
prevailing 'in the United States — although changes in 
this regard are also occurring in Aiherica. 

The same cannot be said, however, for anaesthesia. 
While nurse-anaestlietists are becoming more commonly '* 
used in America, under the supervision of a medical 
anaesthesiologist, this is not a subject of nurse training in 
Australia. Perhaps the only exception is the occasional 
administration of transient' open ether anaesthesia by 
nurses in obstetrical deliveries. 

To some extent, all the medical and surgical special- 
ties in Australia arc of a more selectively consultative 
character than in America, because of the greater 
proportion of and higher professional importance at- 
tached to the general medical practitioner. This more 
restricted role for the specialist is reinforced by the 
policies of the specialty colleges in keeping a tight 
ceiling ^ thrpugh high failure rates on their examina- 
tions — on the numbers admitted ^o each college. 

Communit>|^ Health Nurses 

Because of the growing importance attached to 
*'nurse practitioners" and other extended-role nurses in 
the United States, as well as "physician's assistants," w 
took special pains to explofe comparable developments 
in Australia. The closest parallel one finds is the new 
movement for training and use of "community health 
nurses." 

While the' latter term is widely used in Australia and 
some activity to train such nurses, with a broader role 
than was customary in the past, is found in every state. 



the precise content of the community nurse role is far 

from uniformly defined. At this moment, her role is very 

much in flux. . 

In. only one respect can there be said to be consensus 

on the functions of the community health nurse ~ that 

she carries out what in America would be called 

"generalized public, health nursing." With the highly 

specialized and fragmented tradition of out-of-hospital 

nursing in Australia', even this relatively modest form of 

integration represents innovation. There have long been, 

and still are, in Australia 5pecialized public health nurses 

for maternal and child health work) for tuberculosii^, for 

school work, for industrial health service, for midwifery, 

for psychiatric care, for home visiting to chronic 

patients, and. -so on. With the development of. the 

concept of the community health center^ for generalized 

primary care by a family doctor or for back-up of his 

services, it was only natural that the generalized field 

nurse who could carry out all these outreach functions 

should correspondingly first evolve. This clearly has been 

the most widely held conception of the community 
health nurse»(50; 

A second point of consensus concerns the "bush- 
nurse" in remote areas. Virtually everyone agrees that 
the bush nurse, whether authorized by statute or not, 
has long had a very wide scope of functions, including 
the diagnosis and treatment of much illness (along with 
the prescription and dispensing pf medications) — some- 
^times even for major serious illness, with occasional 
guidance of a physician only by wireless or telephone. 

Beyond these definitions, there is a wide range of 
opinions and practices cpncerning the community health 
nurse. In South Aust^lia, one knowledgeable medical 
observer speaks of two types of community nurse: the 
"health type" and the "practice type." The former 
coincides with the description of a generalized public 
health fiek};' nurse given above. Thcjattcr is attached to a 
medical '^cticc aiid carries out many .clinical proce- 
dures ~ like blood *^ pressure determinations, history- 
taking, or vcnapuncturcs — but she docs not exercise 
clinical autonomy. That is, she works under the orders 
of a doctor and makes no judgment herself on diagnosis 
or treatment. She is of great assistance in the practice of 
the G.P., in a health center or a private office, but she 
/cannot substitute for him in decision-making. V 

On the other hand, an empirical survey in JsJcyr South 
Wales.has examined the actual functions of nu»cs in the 
offices of 222 general practitior^ers. WfiilJ not yet 
reported, the investigator tells us that the decision- 
niaking role of the "practice nurse" in actual patient 
management ^ not 'to mention physical examinations 
and medical histories''— is growing. The seasoned "prac- 
tice nurse'* is permitted, and expected to handle many 
simple cases from start to ffnish. Most G.P.s say that 
they see their practice nurses d^ing more and more in 
the future. / 

In Queensland, we heiar of the wide range of func- 
tions delegated to the nurse in the Intensive Care Unit 
of hospitals. She monitors critically sick patients, per- 
forms intubations, etc., but, it is stated, she does not 
make diagnostic or therapeutic decisions. A similar 
interpretation is offered in South Australia, with the 
nurse haying wide responsibilities not only in I.G.U.s, 
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but also in general traumatology and resuscitation in 
emergency departments. 

An official of the powerful Health Commission of 
New South Wales tells us that the proposal that iiurscs 
be trained to carry out ••'extended roles," to take the 
doctor's place in management of simple cases, VYa$ 
opposed by the nutsing leaders themselves. Emphasizing, 
in the British tradition, that nursing was a separate 
profession to "care for" the patient, they objected to 
the idea of doing medical work rejected as too menial by 
the doctor. 

In the Western Metropolitan Health Region of Syd- 
ney, ther<£ ire 45 nurses explicitly defined as "Generalist 
Community Nurses," who are physically based in 
schodls and who are expected to: 

• provide advisory services, to mothm and child- 
ren 

- * counsel other individuals and families 
. participate in health screening programs 
" provide domiciliary nursing care 

- mobilize supportive house^keeping or transport 
services as may be needed 

- watch over high-risk patienU (the aged, the 
chronic sick^ patients recently discharged from 
hospitals) and refer them for medical care when 
indicated.(*^) 

But in thift jurisdiction no functions equivalent to those 
of America's nurse practitioner are included. 

The College of Nursing, Australia has formulated a 
policy ^statement on the "Community Practice Nurse" 
which ^ in addition to the above type of public health 
functions - includes authority to "provide treatment for 
patients with mino^ liiedical cpnditions."v^*' This agen- 
cy offers a 42»week course intended to prepare regis- 
tered nurses for this broad scope of functions, with 
arrangements for additional practical experience in ^*a 
family practice for those graduates who v/ill be 
^working in medically isolated areas," (See Chapter 
Four.) 

The important Nationid Health and Medical Research 
Council has also strui^ed with the problem of defining 
the changing role of Australia's nurses. In a forma! 
document of May 1973, the Council considered bojth 
present and future roles of the nurse. It stated that: 

"In the Australian setting, the nurse is 
accepted as having a complementary role to 
^that of the doctdr. .....It is also accepted that 

she may be the person of first contact who will 
make the necessary referrals or^ who in certain 
circumstances, will be able to carry out medical 
as well as nursing duties Nurses who diag- 
nose, give medical and surgical treatment, 
administer drugs of all types ... etc. have done 
so, and arc doing so, with the benefit of 
government subsidy .... It can be expected that 

the role of the nurse in the future will 
encompass a wide range of activities ... in the 
areas of health education, prevention of disease, 
treatment and rehabilitation, in both hospital 
and community It appears that faceU of the 
nurKs' role which until now have been per- 
formed only in selected clinical situations and 



in remote geographical areas will also ^bc incor- ' 
' porated into urban ,'ommunity services.' The 
nurse may become the primary contact worker 
or the nurse clinician and will need to be 
adequately prepared to bear broader health ^ 
responsibilities.**^) ^ * 

Thus^ the planning and, to some extent, the imple- 
menUtion of the community health nurse's role in 
Australia is moving actively toward a scope that would 
include far more clinjcal judgment arid service than is 
implied in the mere generalizing of traditional public 
health nurse functions. Compared with the United 
SUtes, nevertheless, one would ejcpect that Australians 
far stronger and more nunferous body of general medical 
practitioners will somewhat in'Bibit the movement. In a 
»ense, the movement to enlarge and strengthen. general 
practice has priority over the movement to broaden the 
clinical role of the nurse. For health education, for the 
performance (under orders) of technical procedures, for 
follow-up of chronic cases in the home, for all sorts of 
assistance to the CP., yes, the nurse's future is clear. 
But, in our view, the more likely prospects in the 
Australian scene are to increase the widespread accessi- 
bility of general practitioners, to extend their effective- 
ness through teams in health centers, and to lighten their 
load in the homes of patients through increased assis-^ 
tance from community health nurses. 

In hospitals, also, the flexibility of the nurse's role is 
seen as expanding. Australia, relative to other countries, 
has rather short supplies of rehabilitation therapists, 
technicians, social workers, and even administrative 
personnel. But her supply of nurses, is relatively large. In 
the woids of the Natii'nal Health and Medical Research 
^ Council: »^*More nurses will need to develop specialist 
skills in the race of ever advancing technology .... The 
\potential of nurses should be fully explored before 
considering the introduction of new categories of health 
workers.''^*) . 

It may noted that, for reuons explored in Chapter 
Five, the fear of malpractice actions against doctors is 
not inhibiting an expansion of the role of nurses in 
Australia, as it has done in America. It is the practice 
prerogatives of the general practitioner that are the most 
decisive influence* The tasks of prevention, routine 
examination of children, health education, record keep- 
ing, time;:P^uming mechanical procedures, visits to the 
patient's liome - these are the tasks which most Austral- 
ian general practitioners arc eager for the nurse to 
perform. 

As for the male physician assistant, it need hardly be 
said that he has not appeared at all in Australia. It is not 
only that Australia hu no significant number of return- 
ing Vietnam war veterans (which generated the Amer- 
ican movement), but the reservoir of nurses - active and 
ixuctive has been the obvious manpower resource to 
meet the expanding demands for medical care. On the 
other hand, it may be noted that a slowly, increasing 
proportion of men are entering nursing schools (al- 
though not at the'rate. that women are entering medical 
schools). 

The training of community health nurses will be 
discussed in the next chapter, but here it may only be 
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noted that, at thii ' time, the Ibcalei are in varied 
community tettinp. The goal ii clearly to mdvc this 
training, flong with batic regiitcred nurse preparfition. 
principally; into the colleges of advanced education (ivith 
the not-to«hidden advantage of 100 percent federal 
funding), using cbmn^unity health centers or G.P. 
prec^tprs al affllia^ed Held placements. The sources of 
R.N3 for this training arc numerous. The Royal District 
Nuning Services are an important lourcci along with 
health dcpartmcnu and hospitals. THw*^ also enough 
challenge and excitement in the movement to attract 
back into service from retirement many nurried middle* 
aged nurses^ whose children have grown up» « 

Finally, aa has been noted, the degree of innovative 
nesf and experimenUtion with widened roles. for com- 
munity health nurses differs much among the states, and 
even among regions within a state. Salary scales differ 
also, sometimes being higher than hospital nurses with 
equivalent seniority^ and sometimes not. Federal grants 
^e clearly providing sUong impetus to the movement, 
l)Ut the degree to which' they are taken up by the 
different states depends not only on the dynamics in the 
health professions of that state, but also.on the political 
party coiitrolling the sUte government; Liberal Party 
states are less keen to respond to support from a Labor 
Party federal initiative. 



Other Allied Health Personnel 

^ . In previous sections of this chapter, we have discusse^i 
aliied health workers associated with psychiatryi reliabil- 
itative mfdicinc, and principally general practice in the 
form of ^ the community health nurse, i^few other 
special categories, with newly evolving functions, should 

^ be discussed briefly. ' 

Fhannaciits 

The relatively large supply of pharmacisU in Australia 
was noted in Chapter Two afid, with this, there has 
arisen a natural exploration of new roles. In Chapter One 
we saw tha't local drugstores are often used as collection : 
points for voluntary insurance fund premiums, but this 
is e^ntlally an administrative function taken on to 
attract customers to the premisei. 

More important^ the pharmacist in Australia, as in the 
United States, is seeking to develop his skills and role as 
a general health adviser to the patient. He wanu to be 
the expert on drug interactions, as well as the adviser on 
drug administration. He wants to serve as a health 
educator and a person to' refer the patient to specialised 
places or personnel for meeting his needs* He also wants 
to play a greater role in hospitals as the ^'ward 
pharmacist'* for '^tliipcnsing, in place of the nurse. 
Meanwhile, with the large ratio of phantiacists^lie sees 
no place for "pharmacy clerks," and wanu to carry on 
with his traditional role of packa^ng pills and typing 
labels. He also wishes to continue his role of counKling 
patients who come to purchase non-pr escribed medi- 
cations* 

Training for all these roles has not.yet been developed 
but is under consideration. It is expected that phar- 



.macists of the future might work in community health 
centers *M well u in hospitals and private pharmacies. 
The Pharmaceutical Association of Australia and New 
Zealand hu recently issued a policy sUtement on thu 
entire re-deHhition of their functions.(^^) . / 

Optometry and Chiropody 

Economic competition between ophthalmoloJpUU 
(medical specialists) and optometrisu has » long history, 
and indeed in America gave rise to the first specialty 
board in medicine; that for ophthalmology in 1916. In 
^Australia, the National Health Benefits Act has given a 
distinct irdv^tage to the ophthalmologisU, since insur- 
ance 'pay mien ts are made to them for visual refraction 
services, but not to optometrists. 

- Nevertheless, because the supply of ophthalmologists 
has been kept limited, relative to the demand, optom* 
etrists still Vmd a market for their services and they 
function in Australia (85 percent in private practice), 
although their numbers declined from 9S2 in the Census 
of ^1961 to 636 in the Census.of 1971.('^) To make a 
living, in the face of their insurance law handicap, many 
optometrisu also do tlieir own lens-grinding and jprepara- 
tion of eyeglasses, although much of t^s work is 
delegated to ^'optical mechanics." The latter technicians, 
of course, also get spectacle prescrijitions from-ophthal< 
mologists. It is almost unheard of, howeVer, for an 

, optometrist to work in collaboration with an ophthal- 
mologist in private practicci at pne sees increasingly in 
the United States, An optometrist, on the other hand, 
may sometimes have an optical mechanic working 
directly with him as an assistant* 

^ . One exception to the above statements is found in a 
xuitionwide chain of offices, known u OPSM (Optical 
Prescriptions and SpecUcle lUakers). This is a large 
company controlled by ophthalmologisU, which em* 
ploys both optomjctrisu and optical mechanics, and 
offers complete vision-ctire service through^ shops in all 
the main cities, Since the control is by doctors, the 
refractive services are covered by the insurance program. 
One of the political campaigns of the optometrists has 
naturally been to get their lervices covered under the 
health insurance law, and this has finally been achieved 
in the new legislation of 1974. 

ChiropodisU are also a relatively small allied health 
profession^ but their numbers have not been declining, 
despite non-coverage under the health ihfurance law* As 
noted in Chapter Two, the great majority of these 
providers of foot care are women, numbering 867 in the 
1971 Census. While most chiropodists are in private 
practice, an increasing number are being employed 
full-time or part-time in nursing homes, where foot 
problems in the aged and chronically |jll are relatively 
common. This service also will become insured under the 
new 1974 insurance legislation. 

Itehabilitative Therapists 

The absence of physical medicine specialists in 
Australia was noted earlier, so that the role of the 
physiotherapist is relatively more important and int 
dependent than in the United States. Not being payable 
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under the health insurance law, however, only a small 
proportion of the 1865,physiothcrapis(s.{1971 Census) ' 
are in private practice, the vast majority being employed 
'in hospitals, rehabilitation centers, nursing homes, and 
3uch institutions. 

it) meet the steadily increasing dqmand, physio- 
therapists in a few states are training aides, tliough m 
other states this idea is resisted. A new emphasis in the 
field is prevention ot muscle strain or injury, known as 
**ergonomics." In schools and nursing homes, physio- 
therapists are employed to educate children and adults 
about posture and motions, so as to reduce the risk 
musculoskeletal disorder. They also assess newborn 
babie^ in hospitals to detect minimal muscular dysfunc- 
tion due perhaps to cerebral injury; treatment of the 
baby may then be started at an early stage. 

The' swing of occupatipnal therapists toward a 
psycho-social role has been discussed earlier. Many 
O.T.S, however, are still employed in institutions treating 
the physically handicapped. 

Speech therapists* still in very short supply in 
Australia, arc becoming increasingly appreciated. Govern- 
ment departments of health and of education arc their 
principal employers, while some work in the larger 
hospitals and a handful arc in private practice. . 

Other Paramedical Workers 

, ( Concerning other paramedical workers, a few com- 
ments may be offered regarding innovative developments 
in functions. ... 

Laboratory technicians are being trained in incteasmg 
numbers to^ keep up with the advances of medical 
technology. Even the accelerating automation of labora- 
tory and radiological procedures has not reduced the 
demand. To\cope ^h the needs, various forms of 
laboratory assistants are also being trained on-the-job* 

Operating room technicians arc bein^ trained 6n-the- 
job in several larger hospitals to adju^it to the shortage of 
nurses. While initially opposed by the operating theater 
nurses and anaesthetists, they arc now increasingly 
accepted; the Royal Australian College of Surgeons is 
helping to develop a .'standardized training program for^ 
this new type of health worker. ' 

The functions, of social workers and new ancillary 
forms of social welfare aides were discussed earlier in 
connection with mental health services. It is obvious, 
however, that social workers render service in general 
hospitals and other settings where they help patients 
adjust to general problems of living along with occupa- 
tional tlierapists - not necessarily in a psychiatric con- 
text. Social workers generally in Australia, as elsewhere, 
' are concerned with a fight for their professional identity, 
particularly in the medical wMd, *Vhere many people 
consider themselves expert in Mmman relations.' f A 
majority of all social workers in Australia seem to be. 
engaged in some sort of medical setting and arc working 
hard to contribute their viewpoint to policy decisions in 
Uie health field. 

Cutting across several fields, a generalized **para- 
medical aide" is being trained in South Australia to fill 
an auxiliary role of many types. Usually female, she 
receives a 22-wcek course in a hospital, where she learns 
something about nursing, social work, physiotherapy. 



and occupational therapy. Most of these aides work to 
assist the visiting nurie in the patient's home, but some 
of the same sort of personnel in Tasmania work in 
hospitals^ ^rhe Australian Medical 'Aisociition alio ad- 
vocates the training of such all-around auxiliary person- 
nel for doctors' offices as well. Somewhat equivalent 
polyvalent aides for remote areas serving aboriginals, and 
of tert being aboriginals themselves, were discussed in 
Chapter Two. 

Note- should also be taken of health -sefvice adminis,v 
* trators, of which several types may be distinguished. 
Most clear-cut perhaps is the hospital administrator, 
often a •person who has risen from the ranks of the 
business office staff of hospitals, but increasingly a 
trained graduate of the School of Health Administration 
'of the University of New South Wales. The physician 
who is a member of the College of Medical Administra- 
tors, usually without any special preparation except a 
certain talent and background of experience, is a second 
type. The nurse who has had post-basic training in 
nursing administration is another type, and often in a 
hospital or community health - center she rtiay be 
-expected, to take administrative responsibility for many 
services outside of rturiing. And now in some of the 
colleges of advanced education, courses are beginning to 
be offered in health administration at a lower than 
university level. With the new ferment in the whole 
health care delivery system of Australia being stimulated 
by federal grants for innovative programs, more lophisti- 
cated^health service administrators are being advo- 
cated.t^^) 

. Regarding all the allied healtli personnel discussed in 
this chapter, it is apparent that less elaborately trained 
types of health worker are continually entering the field, 
to cope with rising n«id5 and demands at lower costs- 
Yet this has not occurred at as rapid a rate as in tlic 
United States, wh(ire the relative number^ of registered 
niirses and of" general medical practitioners have been 
lower. The strength of general pracdCe in Australia has, 
relative to America, retarded the development of full- 
fledged "nurse-plractitioners" to substitute for the doc- 
tor. Likewise the strength and number)! pf professional 
nurses have slowed down the»training of *^enrOlled nurses" 
until quite recently (sec Chapter Jour) to replace, in 
certain functions, tlie registered nurse. But, albeit at a 
slower pace,* both these types of health personnej with 
newly defined functions have been gradually developing 
rn Australia* 

Teamwork has beCn said to be slow to develop in the 
general hospital Of Australia, among different lievels of 
the same type of health worker or among different 
categories of occupation. It is perhaps most highly 
developed in long-term care or rehabilitation units, 
where physiotherapists, occupa.tional therapists, social 
workers, and nuries work together more smoothly as a 
team. Thc^-tsmnniunity health center may also provide 
the environment for increasing teamwork in the delivery 
of primary health service. 

Finally, there is a class of health personnel so 
innovative in Australia - at least relative to the Amer- 
ican scene - tliat it warrants discussion in a separate and 
concluding section of this chapter: the school dental 
tlicrapist. This functional innovation is probably Austra- 
lia's mos^delibersfte response to a health need wliich was 
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limply not being met by the existing categories of health 
manpower, 

H School Dental Therapiitf 

The serioiis shortage of dentists, discussed in Chapter 
Two, has stimulated Australia to follow the pattern of 
New Zealand and al^ut 20 other countries in developing 
a school dental therapist (also called a school dental 
nurse) to provide dental care to school, children. In 
I971| the nation as a whole had one dentist to abput 
3,000 persons, with the poorest ratios in Tasmania and 
Sbuth Australia, particularly in rural areas. In the 
country areas of South Australia in 1970 ther^ was one 
dentiit to 7>400 people^ and this shortage was accentu- 
ated by great distances anth poor roads.(^^) tt is no 
accident that the states with the most acute shoi'tage of 
dentists were the Hrst ones to develop the innovative 
school dental service. 

, The main factor responsible forvthe decision to train- 
Khool dental therapists was the poor dental health of 
children. Surveys of dental health among school children 
revealed enormous unmet needs. SouOi Australiiin sur- 
veys found that only 12 percent of decayed twth of 
primary^ school children were filled and about 25 pefcent 
of decayed teeth of secondary school Students^ with the 
least favorable level of care in low socio-economic 

^groMpr and in rural arVas.v^^) In New South Wales, only 
'30 to 40 percent of the re»torati\re filling requirements 
for permanent teeth of school children are being met 
and less than 20 percent of requirements for deciduous 
tcyth.(*^) The widespread prevalence of dental decay, 
malocclusion, periodontal dhcWt and tooth I6si among 

. young people in Australia is reflected in the common 
statement that in the past a young man would hot marry 
a young woman until she had had all her teeth removed 
and had been fitted with false teeth. "Dentures were 
part of the dowry,'* was a tragic commentary on the 
level of dental healths 

Aiutralia took the first step, to change this state of 
affairs more than a decade ago^^ Jn 1962, when the. 
I>irector-General of Health visited ISfew Zealand to study 
the pioneering school dental nurse scheme there and 
returned to Australia enthusiastic about its accomplish- 
ments. In 1965^ Tasmania Jaunched its school dental 
mtrse servicci and in 1966 South Austx;alia enacted an 
amendment to the Dentists Act to 'authorize the 
provision of dental care to school children ^by persons 
with specified training and employed by the govern- 
menttt^^) Western Australia was the rj^t state to adopt 
this approach* In 1967| the National Hei^ and Medical 
Research Council issued a landmark report endorsing 
(jeveloptnent of school dental services staffed by New 
2^aland-ityle dental nurses.t^^) (The report pointed out 
that almost every dentist in New Zealand sends his 
children to the school dental nurse for treatment)* In 
New South Wales, dental nurses trained in New Zealand 
are authorized to provide care, and they have functioned 
in screening selrvices^provided to school children. New 
South'Wales, where the ratio of dentis>fJs one to 2,257 
people, was planning to organize a comprehensive school 
dental services program when the Labair government 
made the development of school de/tal services a 



priority fpflhc nation. To launch this effort, a national 
conference on the Australian School Dental Service wu 
held in 1975, With delegates from all the sUtes and the 
Australian government. 

The main features of the Australian school dental 
service, as it is now being developed to provide free 
dental care to all school children- under 15 years of age, 
are described as follows; 

(a) the services wj^ be staffed basically by school 
dental therapists working under the general direction 
and control of dentists; 

' (b) the program will be implemented gradually, with 
the target of covering all primary school children by 
1980 and then expanding to cover Kcondary school 
children under 15 years of age and pre*^chool children; 

(c) the %ervices wHI offer free dental care and 
^^eatment to each child at least once a year; 

(d) dental health education will be regarded as an ' 
integral part of dental care and will be provided to all 
school children; and jf 

(e) treatment witr be provided at school dental 
clinics, of either fixed or mobile design, which will be 
located, if at all practicable, at the schools. 

(44) 

The national program calls for establishment of 2,500 
school dental clinics with 5,000 surgeries. (A surgery is a 
set of equipment that can be used by one therapist.) 
Currently, each state .has one dental nur^e training 
school in operation or under construction, and addi- 
tional schools are b^ng planned. Equipment, which 
costs about 14,000 per surgery, is now being installed in 
15 training schools. In 1974, 200 students will be 
enrolled, in the first year of the two-year program, and 
the number of first-year students Will rise to 600*700 by 
1978. A key feature is control of the training by the 
employing authority^ the state health department^ as 
described in the next chapter, so that the training can be 
well adjusted to the service needs. A national diploma is 
envisaged to allow for mobility of school dental thera* 
pists among the states* 

. The functions of Ihe school dental therapist include 
examination of the mouth, filling both deciduous and 
primary teeth (restricted to amalgam, resin, and silicate), 
removal of dental calculus, cleaning and polishing of 
teeth, fluoride applications) extractions of primary teeth 
and, in some states, of permanent te^th, dental health 
education and other preventive sirvic(^s^and detection of 
malocclusion. 

Supervision is provided by a dental officer and by a 
senior dental nurse therapist (or dental nurse^ super- 
visor), but it is not a constant, over-the*shouIder process. 
The dental therapist works under the general direction 
and control of a dentist, who is a^vailable for consulta- 
tion and emergencies and who visits the surgery at 
' appropriate intervals. During these visits he recalls 
patients to examine their mouths and to review records* 
^e senior dental nurse therapist, or dental nurse 
supervisor, provides surveillance of non-clinical matters, 
including ""records, health education, attitudes towards 
patients, and cleanliness. 

The federal government is supporting the great bulk 
of program costs. It pays 100 percent of the costs of^ 
training, including living expenses of students, 100 
percent of the costs of construction and equipment for 



the ichpol dennd clinics/ind 75 percent bf the operating 
coits of the cUnici. 

For a better understanding of thii remarkable man- 
power innovation, it may be helpful to describe some of 
the features of the Tasmanian and South Australian 
school dental services. Thesi are the programs that have 
been in operation for the longest periods of time and 
are^ in a sense, the models for extension of the program 
to the whole country. 

Si^hool Dental Nurses in Tasifnania^ 

Tasmania has bot^i dentists and school dental nurses 
who provide dental care for school children,. District 
dental officers are employed by the Health Department 
to provide care in 19 country districts, but four of these 
posts are vacant. In addition, Tasmania has 9S school 
dental nurses working in 15 static clinics in or near 
schools and in 14 mobile caravans. Each' nurse is 
responsible for the dental care of 500 children, and a^ 
mobile caravan is used where there are not 500 children 
in one place. The dental officers and school dental 
nurses may provide care for children up to age 16, but at 
present only primary school children — and then only 
15,000 of the 60,000 primary school children — are 
cared for by dental nurses. When enough dental nurses 
are trained, all children up to age 16 will be served* 

The dental nurse in Tasmania does dental examina- 
tions with a mirror and probe, restores carious tedth' 
with plastic media of amalgam and silicates in anterior 
and posterior dentition, primary and secondary, does 
extractions of primary .and secondary tepth, provides 
dental health education, does fluoride applications and 
prophylaxes, and administers local anesthetics. Unlike 
the dental therapist of South Australia, the school dental 
nurse in Tasmania is not permitted to take X-rays. 

Supervision is provided by three inspections per year 
of school children who have been treated l^y .the dental 
nurse. The chief dental officer, who does these inspec- 
tions, is also available for consultation. In addition, the 
. nurse may consult the district* dental officer in her 
district, although he has no supervisory control' over her 
work. Thi| arrangement was instituted so that the^chool 
dental nurse would have clinical freedom to make a 
decision, based on th^ standard procedures that she has 
been taught to do in a uniform way, but she w^ould also. 
Jiave a reference point for assistance, if needed. 

In addition, dental nurses refurn to their training 
school for refresher work, as neede^. Seminaurs are held 
at the dental nurse training school, and dental nurses are 
brought back for these seminars after their work has 
been inspected or to be taught new procedures or 
modifications of old ones* This practice serves as a form 
of control'of the quality of the work* 

' There is great satisfaction wiUd the care provided by 
dental nurses. Their performance of the standard pro* 
cedugres that they have been taught to do in a prescribed 
way is considered excellent. The nurses are beloved by 
the children. The parents are pleased with the care, and 
no children in Tasmania, go to. private dental practi- 
•tioners. In order to ascertain the mothers' opinions of 
the care provided, a tape recorder was placed in a private 
office, so that the mothers could record their commentt 



anonymously. All the comments w^re favorable. The 
reputation of the s^ool dental service is high, and there ' 
is a waiting j^st for acthaission to. the dental nurse training 
school* ' \ ' 

Wheij uked about tKc relative cost of using dental 
nurses as compared with dentists, ^in view of the short 
working life span of dental nurses who leave after a few 
years to get married and raise a family, an official of the 
Tasmanian Health Department replied that the question 
was irrelevant because dentists are simply not available; 
if they were, they would not be content to do this kind 
of work in the volume required. Scholarships have been 
offered to Tasmanians to study dentistry, and only two 
students were. recruited in this vay. The ratio of dentists 
to population has worsened while doctor-population , 
ratios have improved. Dental nurses are used not only 
because they are more economical than dentists? but also 
. beca^use they provide effective coverage of children's 
dental needs* 

. • . ■ ■ 
School Denisl Therapisttin South Australia 

In South Australia, where fluoridated water is avail- 
able to 70-75 percent of the population, 52 dental 
therapists and JO supervising dentists in 1973 treated 
nearly 25,000 patients at 27 static clinics in primary 
schools. In addition, 16 dental therapy students in the 
second year of the courser^ together with teaching staff, ^ 
treated nearly 2500 children at the teaching clinic in 
Adelaide. With six dentists treating 2100 patienU in 
mobile clinics, 17 percent of primary schpol children, 
received attention (390 per operator). In 1974, the 
number of dental therapy studenU admitted tripled 
— from 16 to 48 — and. i further increase to 64 is 
a^iticipated. By 1985, it is expected that all thildren 
under 15 will be served. 

In South Australia, dental therapists perform all the 
functions permitted for school dental nurses in Tasmania 
and, in addition, therapists expose andrprocess jntra-oral 
jradiographs. The original legislation passed in 1966 
required the dental therapist to work under the "im- 
mediate" supervision of a dentist, but in 1971 the word, 
"immediile" was deleted from the statute.t^^J In South^ 
Australia each child is examined by a dentist annually, 
• but the $outh Australian requirement for supervision 
accords with the national view of "the school dental 
therapist that if she is properly trained^ it is sufficient if 
an adequate sample of patients is audited by the 
dentist.(*^) Each patient does not need to be seen by a 
dentist at each visjt. |n fact, as was found in New 
Zealand* this degree of independence gives the School 
dental therapist a- certain professional pride in her work 
that contributes to its high quality. 

Evaluation of the short-term results of care in South 
Australia indicates that school dental services have 
reduced the average number of teeth with unseated 
decay from 7.5 to 1.5. Intermediate-term results indicate 
that the number of teeth with untreated decay is 
reduced markedly by treatment at primary school but 
that a major problem is discontinuance^ of dental visits 
after eligibility for school dental services has ceased. 
Assessment of long-term results is planned.^ ' 
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The cost! of ichobl dental care wer^ estimated for 
1971 and 1972 and compared with hyplothetical fee-for- 
service costi based on dental feci in the schedule of the 
Repatriation Department. The cost of school dental care 
was fouii[d to be within acceptable boundaries, and it is 
expected that the cost of cafe per child will decrease as 
fluoridation reduces the rate of decay and as treatment 
cliimnates accum^ated diKasc*^^^) 'Ultipiately, it ^s 
estimated that the average annual cost of care pet child 
will be a maximum of Austr. $18. 

It has been suggested by some that dental therapists 
may be a more expensive form of manpower than 
dentists Jii view of their relatively short working life-span ' 
and their somewhat lower productivity. Investigation of 
this issue may be a purely academic exercise,, since, as 
mentioned, Australians believe that it would be impos- 
sible to train and recruit enough dentists.who would-be 
willing to do this kind of work. Nevertheless, examina- 
tion of the economic factors,^ as reflected by the South 
Australian experience, reveals the following! 

.1. The total cost .of educating a dentist (6 years) is 
$40,000^ and the total cost of educating a dental 
therapist (2 years) is $15,600. 

2« A dentist has a working life span of 30-40 years, 
so that the cost of his education may be amortized at 
about $1,000 per year. A dental therapist has a working 
life span of 8 years, based on New Zealand experience 
(although Australia hopes to improve retention and 
recall), so that her education may be amortized at 
somewhat less than $2»000 per year. 

5. The average annual salary of a regional dental - 
officer is $14,t)00» and the average annual salary of a 
dental therapist is approximately. $6,000. If the annual 
amortization of the education costs is added to the - 
annual salary, the annual cost of a dentist is $15,000 and 
of a school dental therapist is $8^000, 

4« Although dentists tend to work more rapidly than 
dental therapists and therefore are more productive, for 
the procedures which the therapist is trained to perform 
she is only sligHtly less productive than the dentist, by 
about ID percent, averaging all types of procedure. This 
is much less than the differential in costs. 

(49) 

5, Finally, in a team operation in which six dental 
^ therapists work with one regional dental officer (the 
Current ratio in South Australia), the average annual 
salary per operator is $9,000 (and this figure declines as 
the number of dental therapists per regional dental 
officer increases). This figure should be compared with 
the annual cost for a dentist of $15,000 mentioned 
above. Thus, the cost of a team of six therapists and one 
dentist is $63,000 ($48,000 plus $15,000), whereas the 
cost of a team of 6 dentists (eliminating one member of 
the team to lake accouirtPof the higher productivity of 
dentisu) is $90,00IDf|(6Jc $15,000), These figures explain 
the conclusion of Dr. Roder that> on the basis of existing 
salary scales plus training costs, and aissun)ing a working 
liff span of 8 yeirs for therapists ^and '30 years for 
dentists, the cost per operator of teams of therapists 
(with one dentist*supervisor) is estimated at one-third 
less than for dentists alone.(^^' ' 

This economic analysis, one must repeat, has to be 
viewed in the light of the reality that dentists are^not 
available to provide this care and that there has been full 
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satisfaction with the quality of the work done by dental 
therapists. External examiners of the School of Dental 
Therapy in South Aiutralia and the evaluation unit of 
the South Aiutralian Public Health Department in the 
field have both found that the quality of care prcfVided' 
by dental therapists is excellent. In fact, ohe wonders 
why the same principle co\;ld not be applied to adult * 
dentistry, using dental therapists for relatively; simple 
procedures that do not require the ^sophistication of a 
dentist. ^ . 

Dynamics of Change 

When queried about the dynamics of bringing about 
this significant change in use of dental auxiliary pers6n<^ 
nel, health leaders in Australia admit that the dental 
profession was initially opposed to introduction of tlfb , . 
school dental therapist* Gradually, however, as the 
impossibility of meeting the dental needs of children in 
any other way b<;came clear, the profession came to 
accept and endorse the idea. 

Fears on the part of some dentists that the schooi^ 
dental service would adversely affect their practices have 
proved groundless. In South Australia, the school dental 
service was ^rst introduced in country areas, and a 
survey of dentists in nine country towns showed that their 
practices did not suffer. Alio, dentists were reassured 
that school denial nurses would never be in competition 
with private practitioners because the law allows them to 
work only as employees of the Health Departments 
Interestingly, it was found in New Zealand that Children, 
who had become accustomed to regular dental care from 
the school dental service (and during adolescence from a 
private dentist paid on a fee basis by the government), 
sought dental care as adults from their private dentists 
on a regular basis. ' 

The first stage of acceptance of the School dental 
therapist came in South Australia in 1961- when the state 
branch of the Australian Dental Association endorsed 
the plan. The second itag(e of acceptance came a decade 
later in 1971, when the Australian Dental Association 
nationally recognized four classes of dental auxiliary 
personnel^ dental chairiide assistants, dental hygienistS', 
dental laboratory technicians, and school dental ther- 
apists.(^^) The dental profession participates in develop- 
ment of pplicy on the school dental services program 
through the Dental Advisory Council of Australia, 
established to provide consultation to the Cpmmon* 
wealth Minister for Health. 

In the past, Australia has not had dental hygicnists in 
the Amtrican sense, except in the armed services. New 
South Wales is now beginning to train an oral hygienist 
in a 12^month program, and such a dental auxiliary is 
also viewed, favorably by^ the dental profession in 
Tasmania. Increasingly, Australia has been looking to 
'*dental teams" to meet its pressing dental needs. In this 
approach, the dental profession has demonstrated re- 
markable responsibility in^cognizing that it could not, 
unaided, cope with the widely prevalent dentid disease in 
children. It has, therefore, come to support unequi- 
vocally the development of a school dental service « 
staf|'cd by dental therapists and dental officers. 



ThrQUi^out this review of innovative .function* of 
hcilth nianpowcr in AtutrtUa, references have inevitably 
been made to the training neceiiary to prepare pertonnel 
for these new functions* These special training programs 
have been developed, of course, within the context of 
tHe ovior^all educational system of Australia, which differs 
in many respects from that in the United Sutes. To 



appreciate the configuration of this oyer-iJl system, we 
shall have to step back and review the general pattern of 
primary, secondary, and tertiary education. in* Atutralia, 
and the main characteristics of the programs for educa* 
tion of all the principal types of health manpower. This 
will be the subject of the next chapter. 
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r Chapter Four 

EDUCATION OF HEALTH MANPOWER 



I. 



Education of health manpower in Australia is charac- 
terized by far greater governmental sponsorship and 
support than is the education of health personnel iathe 
United States. Not only the vast majority of primary and 
secondary schools bt|t virtually all universities, colleges : 
of ad^ced education (explained below)| and technical 
schools in Australia are public institutions. The six 
Australian states have legal responsibility for provision 
of education within their boundaries^ with consequent 
differences among the states, but increasingly the Aus- 
tralian government has recognized the national interest 
in promotion of education. / 

In 1963-64, the federal government spent f 68 million 
at r.6 percent of it* budget on education; by 1972*73^ 
this percentage had increased to 4.3, reaching 6.9 
percent of the national budget in 1973-74.(2) in 1974, 
the newly elected Llabor government 'gave dramatic 
evidence of this national concern by instituting full 
federal Hnancing of all tertiary education, including 
tmiversities, colleges of advanced education, and techni- 
cal colleges *(^) An imderstanding of the education of 
health manpower in Australia requires Hrst some descrip* 
tion of the general educational system and then analysis 
of the several segments of the educational and health 
service systems that prepare various kinds of health 
personnel. 

The basic Austrsdian educational system consists of 
primary and secondary schools> followed by tertiary 
education or other post-secondary or adult education. 
Tertiary education comprises (a) universities, (b) colleges 
of advanced education, including teachers' colleges, 
institutes of technology, and specialized colleges, and (c) 
schools for technical and further education. Beyond 
these foundations in the educational system, health 
service settings also provide training programs. Hospitals , 
health departments, and health centers are involved in 
training various -kinds of personnel, in addition to their 
principal functipn^for health- services. In the field of 
postgraduate specialist training^ and continuing educa* 
tion, professional associations* particularly thei^^twal 
Colleges in the medical specialties, make import^t 
contributions. 

Primary and Secondary Educai 

Most Australian children enter primary school at 5 
years of age, although they are not required to go to 
school until age 6. Primary school extends over 6 to 7 
years, depending on the state's requirement! and the 
school's organization. Secondary school begins at about 




age 12 or 13, as an automatic progression from primary 
school, and continues for 4 to 6 years. 

(4) The state. 

governments finance all public primary and secondary 
schools through the I2th grade. 

State-wide examinations at two stages ip secondary 
school are the.general pattern. 

(5) 

The ^'Intermediate*' or . 
"Junior Examination," usually given "after 4 "years of 
secondary school, qualifies a student fOT a technical 
school and tirade courses, for an agricultural college, and : 
for a registered nurse ttaining program in a hospital. The 
second stage, the "Leavitig" or "Senior Examination^" is 
the test for tinal graduation from secondary school and/ 
is accepted for matricuJ[ation to a University or college of 
advanced education (although some such college courses 
are less demanding). In some states, a further year of 
schooling is required for university entrance. .ThUs, the 
usual* preparation of a student f of vocational or technical 
education consists of 6 years* of primary school plus 4 
years of secondary schooL jPor entrance to a university** 
or a college, the requirements 'Sure generally 6 years of 
primary school plus 6 years of secondary schbol. 

I Tertiary Education [ . 

Tertiary education includes three types of institutions 
— universities^ colleges of advanced education, and techni-- 
cal colleges or schools (csdled "technical and further 
education"). In the past, this whole level of education 
was funded largely by the states with subsidies from the 
federal government, but today all tertiary education is 
entirely federally funded.* Tuition is free, and living 
allowances are also granted under the Tertiary Allow- 
ances Scheme on the basis of a means test.(^) 

University Education . ' 

The 16 Australian universities (additional universities - 
are planned or under construction) offer degree courses 
in i'arious jHelds of three to six years' duration. A major 
difference between health manpower preparation in 
Australia and that in the United States is that in 
Australia a student is admitted directly from secondary 
school to a particular faculty of the university, such as 
medicine or dentistry ^ not to a baccalaureate program 
that is preliminary to professional school. In the past, 
universities also offered diploma and certificate courses 
in paramedical Helds, but* In general, these have been 
raised in leveLto degree standard or transferred to other 
institutions.(^) The total undergraduate university popu- 
lation in Australia'in 1972 was 128,000.(^) 
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V 



Among the he^th professions, only medicine and 
denUaitry sore exclusively university programs in Aus- 
tralia. Pharmacy is a university program in two institu* 
tions — the University of Sydney anii/gic: University of ^ 
Queensland, the other pharmacy programs Being in three 
colleges'* of advanced education ^and . an independent 
college of pharroacyJ^) Dietetics is offered at ten 
universities and at three colleges.O^) The only univer- 
sity programs in the rchabilitatioh therapies — physical 
therapy, occupational therapy, and speech therapy are 
at: the University of Queensland. Until recently, educa- 
tiolial programs for social workers were only in universi- 
ties; but colleges of advanced education arc now" 
preparing social workers in four-year programs. Two 
universities — the University of New South Wales and 
New England University — offer a degree program in 
science or arts combined with nursing training at an^ 
affiliated hospital. Thus, professional training for allied 
health professionals is generally not university-based, 
although there are '^bme university programs for most 
categories. ' 

Medical ^Education. Australia has nine medical 
schools, including Flinders University in South Australia, 
which admitted its first students in 1974* Each state has 
at least one medical school, and three states each have 
two. The medical schools now iii existence and the yearsi 
in which they first enrolled students are:( ^ ) 



University- of MclBoume . 1862 

University of Sydney * . 1883 

University of Adelaide 1885 

^ University of Queensland . . . . ; 1956 . 

University of Western Australia 1967 

' Univcnity of New South Wales 1961 

Monash University 1961 



' • University of Tasmania 1965 

Flinders University 1974 

Additional medical schools arc planned; Newcastle in ^ 
New South Wales >vill admit its Orst class in 1977, and 
James Cook in Townsvillc, Queensland will h^e the first 
medical center in the tropics in a remote area, with its 
first class planned for 1980. ^ 

Entry "to medical school is almost entirely on the 
basis of secondary school grades and the matriculdtion 
examination. In three universities the limitsCtion on 
enrollments has been applied at the second year level, 
with selection based oncresults in certain science subjects 
taken in di/ first year.j^^^^ In 1974, however,' the 
UniversityKof Queensland abolished this system of open 
admission as untenable, since some students who had 
pass^ the first year of medical school were not 
--flermitted to go on solely because of the shortage of 
places. - 1 • • ■ ^ 

Traditionally, the medical curriculum has been iJf six ^ 
years' duration, like the English curriculum on which 
Australian medical education was essentially modelled. 
An additional year of internship is Required for registra- 
tion in all six states. At the University 6f Adelaide, 
formal instruction is completed in five years, and the 
sixth is an "apprenticeship" ycar.(^^) Recently,- the 
University of Sydney and the much younger University " 
of New South Wales, both located in Sydney, have 
introduced five-yeir curriculai plus the additibnal year 



of ipt^mihip prior to medical registration. Other univer- 
sities arc being challenged to follow suit. Both Austra- 
lians and observers from outside the country have called 
this chan^ the most significant development in health 
manpowdir education in Australia^ 

The second oldest medical school in the country, thp 
University of Sydney, broke the ice in decreasing the 
length of imdergraduate medical education by restruc- 
turing its curriculum to teach the basic sciences across 
topics, with some dinical correlation, and to integrate 
the academic and hospital work around body sys- 
tems.(^*) Some work in the basic sciences was dropped, 
but the clinical subjects were not reduced significantly, 
A great deal of repetition was eliminated; the example is 
given that ulcerative colitis will no longer be explained 
separately by surgeoUs, by i^^temists (called "physicians" . 
in Australia), and by psychiatrists. The students will 
begin to see patients in the firsf'term of their third year, 
instead of in their fourth year, and perhaps earlier if the 
logistics can be worked out.' 

At the University of New South Wales, the change to 
the five-year curriculum also involves integration t^c 
subjects taught and early ^introduction to patients.'^^' 
The first year will contain cljemistry, physics, biology^ 
and introduction to clinical studies in the first session 
and anatomy and physiology in the second, session. In 
the second year, the physical aspects df disease and some 
'community medicine will be taught.*In the third year are 
the paraclinical sciences. The fourth year will all be in 
the hospital, with five terms of eight weeks each, and the 
fifth year will also be clinical. The* details of only the 
' first two years have been worked out, but it is clear that 
the overall curriculum will provide integrated clinical 
teaching not surgery and medicine, as such, but rather 
treatment of patients, extending the teaching of physi- 
ology and other basic sciences into clinical teaching. 

lit general, it is stressed that the change at New South 
Wales Will be accomplished by eliminating the irrele^ 
vancies in chemistry and physics and the minutiae in 
anatomy. The full cadaver dissection will be replaced by 
instructibn from' models, and anatomy will be taught in 
the process? of instructing in surgery. Some time is saved 
by reducing vacations. The result is that the total weeks 
of instruction constitute less* than six customary "aca- 
demic years" but more than five* 

Not all universities, hpwc^jer, look favorably on the 
five-year curriculum at this time. The University of 
Melbourne recently undertook a review of its medical 
course aftd decided to introduce curricular changes, but 
to retain three years of work in the premeclical and 
behavioral sciences and a further three years in the 
clinical sciences. In the futuire, if registration is post- 
poned until two years of clinical worK in university- 
affiliated hospitals is completed, then, as recpmmoided 
Iby the Royal Commission on Medical Education in 
Great Brit^, 1965-1968 (Todd Report), the under- 
graduate clinical years might be reduced "from three to 
two.O^) . ^ 

' Other curricular innovations in medical education 
involve' strengthening the teaching of behavioral science 
and community medicine. At the University of Adelaide, 
one of the oldest medical schools, a full course in 
behavioral science is offered in the first year. At the 



University of Sydney, a full-fledged Department of 
Behavioral Science has been established, anda minimum 
of 120 hours of thit Held will be requi^edlpn fact, all 
medical schools are giving increased emphasis ^to the 
teaching of behavioral science* In partial explanation of 
this emphuis, it may be noted' that the Australian 
medical stu4cnt> who enters medical school directly 
from secondary school, is, on the average^ three years 
younger than his American cpimterpart and has not had 
the courses in sociology or psychology customarily 
included in the pre*medical curriculuin, in the United 
States. Nevertheless^ even if the entering students were 
older aind more mature, the emjphasis on behavioral 
science would probably still obtain, for Australian 
medical education is pursuing a strong social approach to 
medicine in new departments of family practice and ' 
community medicine. 

In' virtually all Australian medical schools, the teach" 
ing pf^sbcial and preventive medicine — known by 
different names among the schools ^ has acquired hi^ 
priority. The pioneer $uch program was under Professor 
Douglas Gordon at the University of Queensland (Bris- 
bane). Today, in Ave of the six years at that Ichool, the 
students have substantial exposure to social medicine 
concepts*- Within>these is included instruction in "family 
practice," through field assignments with selected gen- 
eral practitioners in year V. Another school-wide teach- 
ing strategy is the' assignment of a major ''study project" 
on some problem selected by the student in years IV and 
V. A high proportion 6t the subjects chosen are ^ 
problems like drug abuse, abortion, mental retardation, 
infant mortality. Or similar topics with prdminent social 
dimensions. Even when purely clinical or laboratory* 
oriented topics are chosen, the students usually seek 
statistical consultation from the Department of Social . 
and Preventive Medicine, adding to^'the appreciation of 
this essential tool for social analysis. 

At the University of Adelaide Medical School in 
South Australia, the same ^eld is formulated as "be- 
havioral science and community medicine/' In year a 
substan^'al 189 classroom hours are devoted to bthjivior- 
al science and statisticSf In addition, there is instruction 
in genetics and early expostu'e to ward rounds and to a 
general medical practice. Years II, III| and IV offer 
community medicine through a series of "special proj- 
ects,'' such as '^trauma,'' "cancer in the family," sports 
medicinci" "sex in society," or others. The deliberate 
strategy is to get across social concepts through work-up 
and discussion of clinical cases', with each clinical " 
subject, input is arranged from specialists in epidemi-^ 
ology^ psychiatry, and rehabilitation. In year V, a solid 
6-week period is devoted to community medicine, built 
around assignment to one of two teaching health centers 
in low-income districts of Adelaide. Year VI includes 
placement of each student with both an urban and a 
rural general practitioner for 10 days, plus numerous 
assignments to observe local health departmentsi home 
care units, family counselling services, and so on/ln the 
Adelaide medical school, with a psychiatdst currently ' 
serving as dean, there are close links between psychiatry 
and community medicine. Student recjeption of the field 
has been found, by survey techniques, to be very 
good.(^7) 



The Univertity of New South Wales, with one of the ^ 
newer medical schools, has, at mentioned, shortened its 
curriculum from the traditional six down to five years 
by streamlining the basic sciencot and introducing some 
clinical studies even in year I. Itrintention is to build up 
commtmijy medicine, althou^ this professorship was 
not yet filled in 1974, The School of Health Administra- 
tion, on the same campus provides a wkie vaHety of 
courses in social aspects of health services, and medical 
students may elect to take courses at this School. 

At the University of Melbourne, a Department of 
Community Health is just being established, under which 
will be teaching in primary care, as. well as distinctly 
social subjects like epidemiology, health economics, and 
health service orguiization^ But even now, through the 
Department of Psychiatry, students have been getting 
some instruction in the early years in social psychiatry 
and social medicine (interpreted mainly as epidemiology). 
It is noteworthy that student demand has played a large 
part in the decision to expand community medicine 
teaching here. 

' Monash University, with the newer medical school in 
Melbourne, Victoria, has a well developed Department 
of Social and Preventive Medicine, where epidemiology, 
statistics, and health service organization are systemat^ 
ically taught. There is soon to be established within this 
department a professorship of family practice, which 
will emphasize the psycho-social aspects of day-to-day 
clinical medicine. Monash, like the other schools, is also 
working on the development of community health 
centers for ambulatory care u teaching locales. 

The medical school of the . University of Tasmania 
(Hobart)^is also planning to give much more emphasis in 
coming years to behavioral sciences and community 
medicine. At present, the Anatomy Department, strange- 
ly enough, contains an anthropologist and the Psychiatry 
Department a sociolo^st, but the Professor of Com- 
munity Medicine is being appointed in 1975. Here again, 
the plan is to integrate the tciaching of family practice 
with community medicine* ^ V. 

Flinders University Medical School, which is just 
getting under way at the outskirts of Adelaide in South 
Australia, is, symbolically, making its first key appoint- 
ment the Professor of Primary Care and Community 
Medicine. From the start of year 1, medical students 
(the first class starting only in March>1974 contained 43 
percent women) will be brought into contact with 
general practitionersr and contact with community 
medicine will continue throughout the curriculum. 
Teaching affiliations with community health centers will 
be maintained. Epidemiology and public health organiza- 
tion, it is intended, will be integrated with the teaching 
of clmical subjects. 

Tn^ obviously expanding emphasis on social medicine 
and fahiily practice throughout Aiutralian medical 
Khools comes about not simply by the temper of the 
times, but by specific policies of the Australian Univer- 
sities Commission. The A.U.C^ as a deliberate policy^ 
has given the wiiveraities relatively large awards ear- 
marked for Departments of Community Medicine. The 
Commission's reasoning is that teaching an appreciation 
of the social dimensions of every clinical problem will 
generate more and better family doctors than establish- 
ing medical schoo) Departments of General Practice 
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Moreover, the lUc of community health centc" as 
settings for teaching community medicine, in the A.U.C. 
strategy, can demonstrate forcefully to the student the 
value of teamwork with many allied health personnel to 
broaden the capacities of the primary- doctor. 

Innovations arc occurring in teaching methods as well 
as in content of the cjurriculum* Use of audio-visual aids, 
small tutorials, individual reports, and group projects are 
all view:ed as promising changest^^^) Carrels are being 
built in some Schools to permit students to work at 
different paces, and ultimately methods of sclWnstruc- 
tion may be adopted. Progressive assessment of students 
through frequent, small examinations, instead of large 
year-end examinations, are thought to be constructive 
' teaching techniques. Self-examinations may bc.tdopted. 
Student assessment of faculty members, reported only 
to the individual faculty member at Hrst, are being tried 
as a means of improving teaching. 

Both the curricular changes and the innovations in 
teaching methods are directed towards integration of 
teaching. Although empirical evidence on the benefits of 
intej^rated teaching is limited, it is pointed out (hat logic 
and experience support the view that bright students 
integrate diverse materials in their own minds by any 
method of teaching. Integration facilitated by the 
teacher is, therefore, directed to the average stMent. 

All medical education, it should be reiterated, is 
federally financed, so that tuition is free for all students 
from low-income families and those in financisd need 
also receive living allow ances^ Since clinical instruction 
in Australia is provided in the last three years of Uie 
six-year curriculum at teaching hospitals affiliated with 
medical schools and in university clinical departments, 
analysis of the costs of medical education is com- 
plex.(20) Comparison with costs in the United Sutes is 
difficult because of differences in the two educational 
systems, particularly the years of clinical training jjro- 
vided by the teaching hospital. One finding, howeve?:, ii 
relevant. For schools with an intake of more than 100, 
the kverage cost to the university of producing a medical 
graduate was approximately Aust. $20,000 at 1973 
salary and cost levels. The cost of such training at 
schools with lower intakes thaii 100 was from 40 to 160 
percent greater than the average for the larger. 
schOQls.(2i) 

Dental Education. Like medicine, dentistry is zlfo 
taught only in universities in Atistralia. There are five 
schools of dentistry, with some 1300 students enrolled 
in dental undergraduate courses.t^^ ' Since Australia has 
a very low ratio of dentists to population, as noted 
earlier, the increased number of dental graduates in 
recent years (182 in 1971), after a declining output of 
dental practitioners in the previous decade, is a hopeful 
.ign.{2*) 

The dental curriculum is a -five-year program. Al- 
though dental students are generally trained independ- 
ently, there is a growing recognition that they should 
have the experience of working with dental assistants 
and dental mechanics throughout their training. Each 
lUtc has a "dental hospital" where poor people receive 
dental care and especially complex dental problems are 
handled. This hospital, which provides mainly outpatient 
care despite its name, also serves as a training ground for 
dental studeni!lr. 



No first-hand examination of dental education was 
tmdertaken in this study because a m;yor international 
investigation of dental manpower developintnt and 
dental practice is being conducted by the World Health 
Organization under a contract with the U.S. Depart- 
mental of Health, Education, and Welfare.v^*) Australia 
is one^ of the countries included in this international 
collaborative study of dental m5mpower systems in 
relation to oral health status, and therefore considera- 
tion of dental manpower is concentrated here on dental 
. auxiliaries, discussed elsewhere. 

University iducation of Other Health Professionals. 
Othpr health professionals are prepared both in univer- 
sity programs amd at colleges of advanced education, as 
mentioned.^ One field in which the preparation is mainly 
in imiversities (at 10 universities and 3 colleges of 
advanced education) is dietetics. A three-ydar, full-time 
course, with a major in nutrition, biochemistry, or 
physiology, is requiredplus a 12-14 month postgraduate 
course in dietetics.(25T A student may^ also obtain a 
. professional qualification as a dietician by undertaking a 
one-year postgraduate course, following an appropriate 
science course, at fqur large hospitids and at two 
universities. In addition, two universities offer master^s 
and doctor's degrees in nutrition and fopd science. 

Social workers are also generally > prepared in fout- 
year tmiversity programs, but this is beginning to change. 
Seven universities and four colleges currently offer 
. programs in social work. Two additional universities plan 
to start social work programs in 1975. A recent 
development, however, is the decisioi/ to launch four- 
year courses for social workers in colleges of advanced 
education. Until now, colleges of advanced education 
have prepared welfare officers in two-year, full-time 
courses and have offered a four-ycar, part-time course 
for personnel from goviemment departments to be 
trained as ''welfare cadets." In addition, it is planned to 
initiate a two-year, full-time ' course at colleges of 
advanced education to "train a level of social worker 
between the fully qualified professional and the welfare 
officer. State public service boards are defining these 
new personnel as "social work associates." 

University programs also exist in the fields of 
pharmacy and optometry, and at One university there 
are basic programs in the rehabilitation therapies, as 
mentioned above. In general, however, undergraduate 
. teaching for the allied health professions is developing in' 
colleges of advanced education as a deliberate- policy 
recommended by the Martin Report (Chapter IS) in 
1964. Therefore, educational programs for the allied 
health professions will be discussed in conjunction with 
colleges of advanced education where most of these 
programs are located. 

In the imiversities, of course, are postgraduate pro-^ 
grams in various fields. For example, a two-year post- 
graduate Social Administration Diploma cd'tirse is given 
at Flinders Univeiiity, but all teaching in social work at 
the undfsrgradua^e leVel in South Australia is conducted 
by the South Australia Institute of Technology, a college 
^ of advanced cducationJ26) 

Finally, two schools for training administrators of 
health services are imiversity-based. At the University of 
Sydney is a School of Public Health, long supported 
directly by the federal Ministry of Health. At the 
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University of New South Walci ii a recently established 
(with the aid of the Kellogg Foundation) School of 
Health Administration, emphasizing the training of 
ho^ital administrators. Both these schools are in the 
process of important developments to adjust to changes 
in the health service system (see Chapter Six). 

Fmancmgf Administrationj and Planning^ The Aus* 
tralian Universities Commission, a statutory body 
appointed by the Minister of Education, makes reports 
to the Minister that are tabled directly in Parliament. 
The A.^.C. has considerable autonomy and wide respon* 
sibilities. It advises the Minister on financing of educa- 
tion and approves funding for university programs. It , 
reviews and approves all university programs and courses* 
It engages in special studies and inquiries. It coordinates 
its activities with those of analo'gous federal bodies for 
colleges of advanced education and for technical and 
further education. It monitors the growth of university 
education* All universities make their submissions to the 
Commission well iii ^advance for a three-year p^od, the 
submission fox the triennium 1973-1975 having been ' 
made by 51 Dccertibcr 1970, Thus, ample time is . 
availabl^'^for review of proposed courses by the A.U.C., 
although these time strictures may inhibir flexibility in 
development of university programs. This national govern-' 
' ment mechanism is an important method for providing 
lntegrated*administration pf university education and for 
developing educational policy for the whole country! 
(See Chapter Five under "Accreditation of Educational 
Programs.") . 

Colleges of Advanced Education 

More than 80 colleges of advaiiced education with a 
total undergraduate popiulatipn of about 80,000 coiisti- 
tute a growing "state college" system that provides a 
wide variety of educational programs. "Advanced educa- 
tion" in this context signiHes studies beyond secondary 
schools as an alternative to the more scholarly milieu of * 
the university. Most paramedical personnel^ as allied 
health personnel are called in Australia, receive their 
basic professional training in colleges of advanced 
education, with certain exceptions noted below. Great 
dynamism characterizes these colleges as they seek to 
expand their enrollments, upgrade their courses, add 
new curricula, and strengthen their ties with service 
institutions and the world of work generally. 

Colleges oi advanced education are a relatively recent 
dc^velopment. In 1964> following an inquiry into the 
pattern and development of tertiary education generally^ 
the Martin Report recommended establishing there 
"colleges of advanced education" ait an alternative to 
universities^t"^^) Finding a general shortage of adequate- 
ly trained paramedical personnel (except pharmacists), 
the Martin Committee specifically recommended that 
education for paramedical disciplines be provided in 
senior technical colleges or in paramedical colleges.(^^) 
Since 1965, when the enabling legislation for colleges of 
IKtvanced education was passed, existing technical insti- 
tutes have been upgraded and new colleges have been 
created* These colleges are of several kinds. They may be 
large, multi-disciplinary metropolifan institutes; smaller, 
often ungle-discipilnary metropolitan colleges; multi- 



disciplinary^ non-md^ropolitan colleges; or smalU single- 
disciplinary country cOlleges,(29) Health personnel are 
generally prepared in large, multi-disciplinary institutes, 
in single-disciplinary, specialized colleges. Of in newly 
emerging paramedical colleges. About 4,000 students are 

.being trained in various paramedical fields at any one 

, time. ^ 

Designed to offer courses that are more vocationally 
oriented than those in luiiversities, colleges of advanced 
education have the purpose of increasiiig the range of ^ 
opportunities for tertiary education, with emphasis on 
practical! application and community orientation. 

(30) 

One way in which these colleges widen the options for 
tertiary education is by maintaining flexible « entry 
standards, M'any students are attracted to tertiary 
educaticm who dc^ hot have the full secondanuseh6b 
qualifications ^ required for ' university ma^i^lation. 
Actually, many students in the colleges of advanced 
education have conlpleted 12 years of schooling and 
paued the matriculation examination, and some of the 
programs demand this level of education as a pre-requi- 
site; but the dominant thinking is that 'matriculation 
results should not bte the sole, criterion for entry to 
colleges of advanced education,(^^) 

As might be expected In a. new and evolving educa- 
tional system, programs of disparate Jength and depth 
are offered for a single discipline or for comparable 
disciplines* Programs may result in a degree, in a 
diploma, or Jn a certificate. These variations are in 
addition to the different settings ^ both university and 
college — for the preparation of the same type of health 
personnel, mentioned earlier. In order to promote 
consistency in the nomenclature used for academic 
awards in advanced education and to develop meaningful 
relationshijps between courses and tHeIr a>Vards« the 
Australian Council on Awards In Advanced Education 
was established in December 1971. Its work, which is 
discussed more fully in Chapter Five, will assist the 
rationalizatioh of educational programs and develop- 
ment of a balauiced national pattern of education » 

In view of the hiultiplicity> of educational, programs 
for numerous kinds of health professionals, with varying 
prerequisites, (^urricuUi duration, and awards, it may be 
helpful to describe the principal features of the educa- 
tional programs available for selected allied health 
professions. The health professions thus surveyed in- 
clude the following: pharmacy, optometry^ chiropody 
(soon to be called pbdiatry)^ the rehabilitation therapies 
physiotherapy » oecupatipnal therapy* and speech ther- 
apy), medical laboratory technology, radiologic tech- 
nology, and nursing (at the college level). 

Pharmacy, Two universities (University of Sydney 
and University of Queensland) and four colleges- of 
advanced education (South Australia Institute of Tech- 
nology, Western Australia Institute of Technology, 
Victoria College of Pharmacy, and Taismanian College of 
Advanced Education) offer threes-year, full-time pro- 
grams in pharmacy, followed by 12 monthsVpractical 
training in a community pharmacy or hospital under 
supervklon before registration.^^) South Australia and 
Western Australia award diplomas for their three-year 
courses, and all the other programs award the degree of 
Bachelor of Pharmacy (Actually, in Victoria degrees 



arc jwwrdcd not by the college but by the Victorian 
Institute of Colleges, di^cuaed below.) The two univer* 
sities alsd offer a Ph.D. program* The Victorian College 
of Pharmacy, which is owned and operated by the 
Pharmaceutiqal Society of Victoria, participates in a 
cpllaborative pharmaceutical graduate riesearch pro-am 
with the University of Kansas that results in a ^joint 
dcgree.(5*) 

About 1,250 students are enrolled in pharmacy 
programs at any one time> and the'six programs graduate 
about 400450 pharmacists a year, approxim^^tely.half of 
whom are womem Since, as noted in Chapter, Two, 
Australia has an especially high ratio of pharmacists to' 
population — about one to 1,000 population, compared 
vnth one to 1>600 in the United States - the schools, 
generally impose a quota on admissions. In. S6uth 
Australia, for example, a quota of 50 new entrants was 
imposed for the first time in 1967. It was reduced to 36 
new entrants in 1968, and the Shea Report has recently 
recommended that this quota remain for the next ten 
years until the current surplus»of pharmacists will have 
been reduced to a supply comoarabla to that of the 
United States and Great Britain,(^5) , 

Opinion is divided as to the future, developmeht of 
pharmacy education in Austr;ilia* One view is that the 
course is too concentrated as a three-year course and 
that four-year basic courses, exclusive of practical 
training, are likely in the hear future in several Austral- 
ian states.t^^) Anpther view is that the three-year 
program is adequate for community pharmacy but that 
for research a four-year acsidemic program is essen- 
tiality ^) Tlie Victorian College of Pharmacy msuntains 
close ties with the Department of Fharitiacology of the 
University of Melbourne, and there is some feeling that 
pharmacy itself "should be a university course every- 
where. Probably the dominant view, however, is tha^ 
pharmacy education should continue to be provided iri^. 
colleges of advanced education with their strong Voca- 

. tional emphasis* 

Optometry and Vision Care. Optometrists are pre- 
pared in three or four-year programs at the University of 
Sydney (School of Applied Physics and Optometry), at 
the University of Melbourne (Department of Optom- 
etry), and at the Queensland Institute of Technology 
(School of Applied Science), a dynamic college of 
jwivanccd education. .In Queensland, the. plan, is to 
expand the current three-year program in optometry to 
a four-year program with a graduate diploma, because 
the three-year program has neceSsitfited some dilution of 
the busic science teaching in order to accomodate the 
nece^ary clinical experience. 

^ In 1973, these three programs produced 39 graduates, 
.and 65 graduates are anticipated in 1977«}'®^ . The 
proportion of women graduates has increased; in the last 
eight years, between 50 and 50 percent of the graduates 

' in optometry have been women* 

The Australian Optpmetric Association recommends 
that steps be taken to increase the number of graduates 
in optometry to 75 per year to restore past* manpower 
ratios deemed workable and 97 per year to produce a 
minimally acceptable ratio in the future.t39/ The con- 
siderable number of applicantl for the three programs, in 
excess of the number of places set by the quotas, 
indicates that an available wianpower pool exists. 



Other types of pcrsonhel for vision care are also 
prepaOred in colleges of advanced education,. The School 
of Orthoptics of the recently esUblished New South 
Wales College of Paraniedical Studies has a two-year, 
full-time course in orthoptics leading to a diploma. The 
Orthoptic School. of Victoiia, controlled by the Victo- 
rian branch of the Orthoptic Board of Australia, aisp 
offers a two-year, diploma course. Enrollments iiCthese 
two courses are small - about eijjtt each year in each 
school. The Royal Melbourne Institute of Technology 
hsiS a four-year apprenticeship course in Optical Fitting 
and Surfacing, but in other states optical mechanics are 
prepared in technical schools under the Departoient of ^ 
Technlcitl Education, with usually a five-year apprentice- 
ship in die industry. 

Chiropody, Two colleges of advanced education 
' (South Australia Institute of Technology and Western 
. Australia Institute of Technology) and the Austradiah 
Chiropody Association College in New South Waffs 
provide three-year, full-time courses in chiropody for 
students who h^ye generally completed 12 years of 
schofoling and certain science requirements. In 1976, a 
three-year "course will l>c offered at the Queensland 
Institute of Technology. These pirograms result in a 
diploma or an advanced certificate. About 75 percent of 
chiropodists in Australia, as noted earlier^ are women. . 

The Rehabilitation Therapies. With respect to phy- 
siotherapy, occupational theraijy, and speech therapy, 
the recommendation of the Martin Report that para- 
medical studies be undertaken at colleges of advanced 
education has been implemented, with one exception. 
All basic education for these professions is in colleges 0f 
advanced education, except in Queensland, where these 
programs were originally established as part of the 
Faculty of Medicine of the Uriivcrfity of Queensland and * 
have remained there, despite the growth of a dynamic 
School of Applied Science within the Queensland 
Institute of Technology. Generally, all these programs 
require completion of 12 years of secondary school, or 
university matriculation, and offer instruction of tertiary 
level and clinical experience of three or more years. 

Four colleges offer diploma programs of three years' 
duration (or a litde longer) in physiotherapy — New 
South Wales College of Paramedical Studies, Lincoln 
Institute in. Melbourne, South Australia Institute of 
Technology, and Western Australia Institute of Tech- 
nology. The University of Queensland offers a four-year 
degree program to which a maximum of 95 students are 
admitted in the first year. This program involves 
substantial clinical practice throughout the course, with 
students entering the hospital for observations in the 
first year, for demonstrations in the second year, and 
spending every morning in the hospital in the third year 
and 12 weeks full-time in the fourth year* In addition to 
these fairly similar programs, it is possible at two 
institutions to take a one-year diploma program follow- 
ing a science degree. A master^s degree prograin is also 
offered at the University of Queensland, 

The South Australia branch Of the Australian Phyiio-. 
therapy Association has recommended expansion/ of 
basic training in physiothcrajiy to four years In ordertii**-^ 
encompass all the new knowledge and techniquAJ^' 
Perhaps more training would result in higher pay and 
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thus serve to retain more trauned physiotherapists (jtnost 
of whom are women) in ac tive practice. 

The same five institutions that provide training in ' 
physiotherapy also offer progranyi in occupational ther- 
apy. These programs require a minimum of three years 
of full-time, post-matriculation, study, including a year 
of clinical training. As in the case of physiotherapy, the 
student of occupational therapy ^ is introduced early to 
clinical practice ^ earlier than in the United States, 
according to one expert who knows both systems. 
Another important difference between the curriculum in 
Australia and that in t)}e United States i& that in - 
Australia the clinical practice is a part of the curriculum 
for' which the Univeirsity Is responsible^ rather than a 
post-degree requirement for practice^ as in the United 
Sutes» I 

Speech th^apy developed fairly recently in^Australia, 
with the first speech clinics established in "the early 
I9S0^s» It it taught at two colleges of advanced 
odutption - New South Wales College of Paramedical 
^Indies and Lincoln Institute in Melbourne — and at the 
University of Queensland* A minimum of three years of 
post-matriculation work is requiredi including clinic^ 
experience. Since no course in speech therapy is avail- 
' able in South Australia, the government of that state has 
provided ''cadetships" — scholarships, uicluding living 
and traveling, allowances^ to enable students to study 
out-of-state and then return to work in South Australia. 
In 1969, five places in* the Lincoln Institute's program 
were thus assigned to South Australia.t^^) 

Medical Technology: Seyctf ' colleges of advanced 
education one in each state and two in New South 
Wales — offer programs in medical technology with 
varying entrance requiremchnts/ Of different lengths, and 
awarding either a degree or a diploma. Most of the 
programs require two or ,l^ree years* full-time study, but 
there are part-time courses as well and ''sandwich" 
'bourses alternating full-time study with full-time em- 
fdoyment^ 

At the Queensland Institute of Technology (School 
of Applied Science), the medical technology program is 
a degree course of either three years* full-time or six 
years' pa]pt-time work. The three-year curriculum has one 
year of basic science {chemistry, mathematics, and 
physics)^ tone year of applied science (biochemistry, 
physiology, cell biology, histology), and one year of 
clinical subjects taught from an applied point of vi€w. 
There are virtually no liberal arts subjects in the 
curriculum. Students admitted to this program must 
have a grade point average sufficient for university , 
entrance or higher. All the clinical work is supervited by ' 
the faculty. The Queensland Institute of Technology 
also offers a course for laboratory technicians^ and it is 
possible to progress fro/n technician to technologist with 
additional training. A master's degree program in medi- 
cal technology is also offered, but at this college the 
principal emphasis is placed oh producing a highly 
qualified medical technologist who can ^work i^iny where 
in Australia or abroad. 

Radiologic Technology* Radiographers and radio- 
therapists are trained in colleges of advanced education 
in some states (Victoria^ Queensland, South Australia, 
and Western Australia) and in technical schools under 



Departments of Technical Education in others (Nov 
South Wales and Tasmahiai although Tasmania plans to 
transfer the teaching in thir field to a college of 
advanced education). In both settings, the courses 
require three years, involving both academic and clinical 
work. Pre-requisites for admission are, for most pro* 
^gramsy the equivalent of university entrance, and, in 
addition, the student must be employed in a radiology 
department approved for training by the Gonjoinrt^oard 
of the Royal Australasian College of Radiologists and 
the Australasian Institute of Radiography? The cataloguie - 
of the Royal Melbourne Institute of Technology stiit^ 
that entrance to the diploma courses in medical nucleo- 
graphy, medical radiography', and medical radiotherapy 
is restricted to trainees who are employed in approved 
clinics or hospital departments* In South Australia, 
full-time tutor radiographers are bein^ developed to 
supervise the training of stttdents in the field. For 
students outside the' capital cities, the External Studies 
Division of the Royal Melbourne Institute of Technol- 
ogy provides the academic training. 

Nursing. Education of professional nurses in Australia 
is in transition. Until now, all buic nursing education 
has been hospital-basedj but the plan is to transfer 
nursing education from hospitals into colleges of ad" 
vailed education over the i^ext decade. 

The first buic nursing course in a college began only 
in February X974 at the College of Nursing, Australia, in 
Melbourne, with the admission of 18 students. This 
college is a national institution, with branches in 
QueeniAand and Western Australia', but its funding comes 
through the State of/ Victoria. Another three-year 
diploma program is starting at the New South Wales 
CoUege of Paramedical Studies in Sydney. Also in New 
South Wales, the Newcastle Technical College provides 
the theoretical instruction for nursing students in several 
nearby hospital schools of nursing r- a kind of half-way 
approach to a colIege*^rogram. At least three more 
college-based nursing programs will be initiated soon, 
and it seems likely that/nursing education may move 
into the educational hl^stream more quickly than the 
estimated ten-year timetable indicates. 

Post -basic nursing courses (i.e., after three years of 
hospital training) have long been offered at the college 
level. These are postgraduate courses, six months to oJi^ 
year in length, that result in a diploma in a specialized 
field* At the College of Nursing, Australia in Melbourne, 
such post-basic courses are offered in nursing administra- 
tion, nursing education, hospital nursing and ward 
management, operating theater nursing and manage- 
ment, and. intensive care nursing and ward manage- 
ment.'**' The important new course in "community 
health nursing" to train nurses for work in community 
health centers is such a one-year, post-basic diploma 
course* The Queensland and Western Australia branches 
of the College of Nursing, .Australia offer some of these 
courses. The New South Wales College of Paramedical 
Studies offers post-basic diploma courses for trained 
nurses in nursing administration, nursing education, 
operating theater management, and community health 
nursing. In South Australia, a diploma course in nursing 
education is starting at a college of advanced education 
to train teachers of nursing and to improve the skills of 
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nurses now engaged in teaching. More and better nursing 
instructots constitute one of the. critical needs. 

Financiyig, Administration, and Planning, The recent 
iirtpresiive growth of colleges of advanced education is 
partly related to the action of the Australian federal 
government in assuming full financial responsibility for 
the operating costs of aM tertiary education. Before 
January 1974, the sys*tem of matching grants, based on 
different formulae for capital and operating expcndi- 
turesi resulted in. the states^ providinjg about 60 percent 
and Uie federal go venvnent's providing 40 percent of the 
financing for colleges of advanced education. Now the 
funding is fully federal. I 

The Australian Gommiuion on Advanced Edutation 
is the federal agency charged with advising the Minister 
for Education on financing o^ colleges of advanced 
education, surveillance of Uje system, and promoting its 
balanced development. As an educational agency setting 
guidelines for accreditation of courses, it assures that the 
courses meet two standards — that they are all of 
tertiary level and that Jthey meet ^ a commimity need, 
provide a basic skill, or. have a vocational character. 

Despite the single, national fourcc of funding, there is 
great diversity among the colleges and among the States. 
Nowhere is this mo«^ app^ent than in education of 
allied health professionals/who are prepared in separate 
programs, in schools of ajiplied science within colleges of 
advanced education, in specialized colleges of phaijnacy 
or nursing, or in the ntv/ paramedical colleges. 

Formal core Curricula have not yet been established 
for different allied health personnel, but some shared or 
common courses exist or are planned at nearly all 
institutions. Not only the- paramedical colleges but the 
institutes of technology that train several kinds.of health 
personnel recognize the opportunity for and benefits of 
combined courses. At the University of Queensland 
physiotherapy students take anatomy jointly with the 
medical students, and a course in psychiatry is planned 
for students in occupational therapy and social work 
jointly. In South Australia, the first year of pharmacy 
and medical laboratory technology are identical and in 
total have about 60 percent common ground.^*^^ 'In 
discussing the future, both educators and health service 
administrators anticipate development of basic courses 
from which students will "stream off" intd.specialized 
fields. 

In each state, an official body, appointed by the state 
government and operating with staff and advisory 
committees, serves as the accrediting and coordinating 
agency for colleges of advanced education. In Victoria, 
this body is the statutory Victorian Institute of Colleges, 
and the corresponding body in other states is usually the 
Board or Council of Advanced Education. These organi- 
zations, which are discussed more fully in Chapter Five, 
were all esUblished between 1965 and 1972. They are 
concerned not only with accrediting educational pro- 
grams but with planning, developing, and coordinating 
tertiary education at the college level. ' ' 

Technical and Further Education 

*^This level of education, called TAFE, is training 
following primary or some years of secondary school 
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(other than under the Australian Universities Commis- 
sion' or the Australian Commission on Advanced Educa-, 
tion) that is conducted by institutions adminiite:ed by a 
fovemmental education authority ♦t^" J The programs 
offered are organized vocational programs, designed to 
develop, technical skills, TAFE is predominantly for 
mechanical and related trades; a small share of its 
cpurses, however, relate to the health field. The. distin- 
guishing- features of tcchnicSiJ colleges are their adult 
students^ usually between the ages of 18 and 24, 
part-time attendance, an'd study supplemtntary to job 
holding.(*7) ^ ' * 

Technical education is deemed an alternative to other 
higher education. Since January 1974 it ha* been 
federally funded as part of the tertiary „ education 
system, although in the past a strict definition of t«rU*ry 
education was that following six years of secondary 
school. One factor in the decision to provide federal 
fimding for technical education was the "sub^e but 
insistent pressure" to upgraiie certificate courses to 
tertiary level in order to attract federal fufidingi resulting 
in'a ''tendency to produce fewer technicians at the lower 
and^ intermediate level whilst Australia, in common with 
other western countries, continues to suffer a shortage 
of these technicians to back up the technologist ."v*<») 
Federal funding of technical education thus contributes 
to a balanced system of education. 

In most states technicjd and further education is 
under the Ptpiiilrtment of Education which is responsible 
to the Minister for Education. In South Australia, the ^ 
Department of Further Education, as it is called, reports 
to the Minister of Education. It includ<;s both technical- 
studies and adult education. The^technical studies are 
federally funded, and adult education is funded through 
a combination of nominal fees and atate subsidies. 

New South Wales has a somewhat different system. 
Its Department of Technical Education is separate from 
the Department of Education but responsible to the 
same Minister. It offers 500-600 courses in 80 different 
administrative units, which are called ''schools." 

In the health field, technical colleges train dental 
mechanics or dental technicians, dental assistants, public 
health inspectors, and various kinds of medical and 
laboratory technicians. The following are examples of 
certificate couwes offered by the New South Wales 
Department of Technical Education, generally to per- 
sons working in related employment: 

Nuclear Medicine Technician 

4 years* training in use. of radioisotopes, following 
4 years of high school 
Pathology Technician 

4 years' training in histology, hematology, clinical 
chemistry, and microbiology following 4 years 
of high school 
Higher Pathology Technician 

2 years' part-time training for persons who have 
completed the Pathology Technician's course. 
The New South Wales Department of Technical Educa- 
tion does not require that students be employed in the 
field while they are Uking a technical course, but it 
recommends such employment. In this way, theoretical 
material is tought concerning how and why certain 
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/techniquei are lucdy and this learning can then be All the statei are involved in numeroui training 

reinforced On the job. programiv and we prcfcnt here only a few examples. In 

As would be expected^ with an educational system Victoria, the Hospitals and Charities Commission, which 

that has long been a state resjKmsibility with limited ^ is in ohargk of all hospitals and charitable mstitutions^ 

help from the federal government, technical education . registered undep the Hospitals Act,^providep iv/o to 

varies considerably from state to sutev ^us, the same three-Week courses at its own training center, with- 

kinds or levels of technical courses may be taught in one practical exj[>erience in ho/pitals, for operating theater 

sUtc in colleges of advanced education and in another technicians. Ward supervisors, hostel supervisors, and 

sfa^e in technical colleges. This disparity is on the verge ambulance officers. The Mental Health Authodty of 

of c)iange. One of the recommendations of the Austrad- Victoria provides on-the-job training for psychiatric 

ian Committee on Technical and Further Education, a nursea'and more intensive course for volunteers provide* 

distinguished national gro^p that examined the totality ing round-the-clock "personal erowgcncy advice service/' 

of technical education, was that the states draw up a list *In Tasmania,, the DepartmenV of Health is involved in 

of equivalent course qualifkaUons and publish accounts tnunin|^ two types of nursing personnel — child health 

regularly of their progteu in reviewing and adapting nurses, who aret registered nurses with midwifery training 

their courses.t*^), . and six months' training by the Health Department, and 

The TAFE report recohimends-strengthening and Mothercraft nurses, who arc at the level of nurse's aides 

expansion of technical ani^ further, education, The (in the American sense), trained in care of young^ 

Committee estimated that enrollment by the end of the children* Mothercraft nursn will probably be replaced 

188d's would reach '15P|06q. It recommended that by personnel trained to work in pre^school centers, 

S{>eciai attention be given to the needs of migrant youths under a program funded by the federal government. 

(immigrants)i married women, para-professionals in In South Australia, the .Department of Hospitals and 

middle-level occupations in industry and commerce, and ' Mental Health Services has undertaken three innovative 

to training for local employment in view of geographic .training programs. For its domiciliary care scheme, the 

mobility. The propoKd Atutralian Commission on T^^^^ Department trains paramedical aides, in a 22-week 

nical and Furtheif Education, analogous to the Australian . program, with exposure to the four disciplines of 

Universities Commission and the Australian Commission . liursing, social Work, physio the rapyi and occupational 

on Advanced Education, • would be concerned with therapy; these aides are then attached to one of these 

financing, statistics and occupational trends, buildings four fields for work with the elderly. Mental health 

and equipment, and general policy governing te(^hnical visitors were prepared in the past by the Department in 

education. As one state expert on technical education 12-month programs of in-service training (three months 

said, '^Implementation of the TAFE Report will enable pf theoretical work and nine months of practical 

us to build additional colleges^ to modernize equipment, . experience). The candidates selected were people without 

to impove courses, and to advance into fields where formal education but with much life experience^ and 

technicians are now working but courses do not y<:t they proved to be very successful. Since they were not 

exist." eligible for a satisfactory salary from the Public Service 

Board and had no career structure, the last group of such 
mental health visitors has probably been trained, and in 

Educational Programi of Health Agenciei the future colleges of advanced education will be 

and Pacilitlcf training welfare of Hcers to perform these functions. The 

most recent, training program of the Department is that 

In addition to their primary function of prodding or ^or community health nurses, who will have one year of 

administering heidth services, health agencies an4 health training following basic huS-sing education, as prepara- 
facilities are involved hi important and varied education- » tion for work in community health centers, 

al programs. SUte health and hospitals dcpartmenU or At the regional level; the Western Metropolitan 

commissions, individual hospital, and the newly organ** Health Region of the New South Wales Health Commis- 

izedandmushrooming commtmity health centers are the "Q'^i 'erving an area with more than a million popula- 

principal service agencies involved in training various tion, has underuken an imaginative training program to 

kinds of health personneK assure the personnel for inpatient and community health 

Krvices', needed for a rapidly growing area hampered by 
limited restiurces. For example, community health 

State Health Agencies v nurses are being trained in crash programs of eight 

weeks -^ orje week in a multi-disciplinary Orientation 

State health agencies conduct or sporisor extenrive program for all personnel in a health center, one week in 

educational activities for development ofjtheirovm staff the field, two weeks* theoretical work in community 

(which is discuSKd below in connection with«continuing health centers, and four weeks in screening and other 

education) and for training personnel to work in general procedures needed by nurses in school-based community 

hospitals, mental hospitals, health centers,* and other health centers. A regional nursing school is being 

health facilities. Since^ as mentioned in Chiqpter One, planned, and a new school for training denUl nurses will 

Australia hat virtually no local health departments, these be lojcated in the region. Training programs in this 

activities are organized at the sUte level. Where regional^ dynamic region are designed with flexibility (each of the 

ization of state health activities is well advanced, as in eight-week training programs for commtmity health 

New South Wales, training programs are the responsibil- nurses haa /differed slightly) to match the healdi pro- 

ity of the regional health authority. grams as they are developed^ 
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. ' The moit rignifktnt triiningprogrimi of state hctlii 
agencks are probably thoie for school dental nurses. In 
1965, the National Hcalth.and Medical Research Coun- 
cil, in proposing development of a dental auxiliary to 
provide dental care for school children along the lines of 
the New Zealand scheme, recommended that training for 
school dental nurses be provided in an appropriate 
governmental instrumentality, not in university dental 
schools.t*^) This has been done/ 

School dental nurses haye been trained in Tasmama^ 
since 1966 and in South Australia since 1967. Western 
AustraUa initiated its program in 1971*1^*) Plans had 
ixcn made in New South Wales for a state-funded dental 
nurses' training school when the national Labor govern- 
ment in 1972 decided to give high priority to the denUl 
health of school children and committed substantial 
federal funding to this program. The federal government 
provides 100 percent of the cost of the capital outlay 
and 100 jpercent of the operating costs of the schools; it 
also provides 100 percent of the outlay for establishing a 
field district service and 75 percent of its operating 
costs* As a result of this recent federal initiative^ schools 
now exist or are being built in all sbc states. There will be 
200 studenU in dental nursing in 1974', rising to 600 to 
700 first-year students by 1978. 

In Tasmania, the Department ot Health Services runs 
the ScJiool for Dental Nurses, whicK provides a two-year 
course for students who have completed secondary 
'school. There are three applications for each place. The 
first year i* rtialttly theory, and the second year 'n 
practical, the course is divided into four divisions of six 
months each, with instruction in the following subjecU: 
dental anatomy, general anatomy, histology, physiology, 
" use and care of equipment, operative dentistry, general 
pathology* materia medica, dental surgery and path- 
ology, local anesthesia and extractions, clinical records, 
history and ethics of nursing, child welfare, ortho- 
dontics, operative dentistry, der^tal health education, 
and organisation and administration. In addition to class 
examinations, qualifying examinations are held at thc^ 
end of each six months. A final examination written, 
oral, and practical r- is given at the end of the second 
year by a Board ol Examiners that includes private 
dental practitioners and the principal of the School for 
DcnUl Nurtcs. After the dental nurse assumes her post 
in a school clinic, she is brought back to the School for 
Dental Nurses periodically for seminars and to learn new 
techniques, ai needed. • 

The South Australian Department of Public Health 
operates the School of Dental Therapy in Adelaide, 
which admitted 48 ttudent* in 1974 and plans to admit 
64 StudenU in 1975. StudcnU, who have passed the 
matriculation examination for university entrance, un» 
dertake a two-year curriculum in three overlapping 
programs in social and preventive dentistry, dental 
science, and clinical dentistry. TherapisU arc trained to 
provide most of the routine needs of children, including 
dental examinations, temporary and permanent fillings, 
prophylaxes, topical fluoride applications, dental x-rays, 
local anesthetics, extraction of primary teeth, and dental 
health education.(^2) ^ key feature of the education of 
dental nurses in South Australia and, in fact, throughout 
Australia - a feature that underscores the safety and 



efffc'cUveness of this type of dental auxiliary - is that 
jchool dental nurses are, authorized and pMinei to . 
perform certain defined procedures in dental care and to 
perform these procedures in carefully prescribed ways. 
Moreover^ the provision ofttraining by the authority that 
employs and supervises the dental nurses permiU the 
educational program to be tailored to the service needs. 

Hospitals ' 

In Australia, hospitals arc involved in four mMxn types 
of educational activity: (1) training of nurses; *(2) 
providing the clinical component of training} for under- 
graduate medical studenU artd the allied health profcs* 
sions; (3) {providing the clinical component of technical 
education; and (4) various soru of on-the-job training. In 
addition, of course, hospitals are the setting for post- 
graduatCr. education in the medical specialties, a subject 
dUcussed below in connection with ipccialist training. 

^Training of Nurses. Until 1974 when the College of 
Nursing, Australia started the first college program for 
professional ntirses, all basic hursiiig courses.have been 
hospital-based. These are three-year courses which result 
in award of a certificate. A pre-requisite for admission is 
generally; 10 or 11 years of general education, but many 
StudenU have 12 years or the requiremenU for university 
entrance. The curricula are prescribed by the state 
nursing registration boards, which also accredit the 
schools. Basic nursing courKs are offered in general 
nursing and also in various specialties — psychiatric 
nursing, mental d^ificiencyf and geriatrics. The basic 
courses available, the length of training required, and the 
qualifications that are registered vary from sUte to 
sUte.(^5) ' 

In addition to the basic nursing courses, post-basic 
certificate courses leading to registrtition are provided 
for midwifery, maternal and child health, and other 
specialties. From this practice come the expressions, 
''double-certificated nurse," who is one with a basic 
certificate plus a certificate in midwifery, and**triple- 
certifitfated nurse," who is one with basic training pliu 
midwifery, and maternal and child health. Again, the 
post-basic course* leading to registrable qualifications 
vary among the states^ 

Additionally, there are post-basic certificate courses 
that do not lead to registrable qualifications. Such short 
courses include «instructioh in cardiac thoracic care or 
pediatric vtiursing in Queensland or other specialties in 
" other states. 

These three levels of nursing education ^ basic educa- 
tion, post-basic coursei for registrable qualifications, and 
post-basic courses for non-registrable qualifications'— arc 
all provided by hospitals. (Some post-basic courses are 
provided by colleges too, as mentioned above.) The 
duration and requiremenU for each of the courses differ 
among the states, and the complexity is compounded by 
the order in which the various qualifications are sought, 
e.g., whether a nurse with a general nursing certificate 
wanU to obtain a qualification in psychiatric nursing or 
whether a nurse with a basic certificate in psychiatric 
^ nursing wanU to add a general certificate^ 

This over-simplified description of hospital-buo4 
nursing education mjiy^be sufficient prelude to an 



65 



66 



cxpl4m*tk>tt of the reiuichu for the movcmciit to shift 
nurtinc educatioit to coliefci of advamced education. 
Three main reasons are impelling this change* First is the 
desire for an imprcirved quality of nufsing education. The 
large number of hours spknt by the nurs^g student in 
patient care is no longer deexned sufHciently educational 
^to warrant this time investment by the student. Nor is 
this service considered efHcient staffing for the hospitals* 
Moreover, one nursing leader pointed out tliat there; 
mig^t be less attrition from the profession if students 
ware trained in academic programs (rather than into 
'/indentured servitude") and were then eager to go out ut 
practice, Th« second reason for the change is the 
enormous drop-out of nursing students from hospital 
nursing schools. Over the three yeaw, there is an average 
of 60 percent drop-out or wasUge of nursing students, u 
compared with 4 40 percent drop*out from teachers' 
colleges. It is expected that attrition will be less in a 
college-based system of nursing education. The third 
reason is the trratic system of financing the multiplicity 
of hoipitat schools of nursing through the budget of the 
state^inistcr of Health, New diploma nursing programs 
in coUeges bf advanced education would presumably be 
funded by the federal government as tertiary education 
and thus provide a firm financial - tmderpinning "for 
nursing education. This shift in funding will probably be 
associated with the more economical and effective use of 
facilities and sMff in fewer, reponal schools of nursing, 

The second-level nurse in Australia is known by 
different names in di^ereht states^ nursing auistant^ 
nurse aide^ auxiliary nurse, and enrolled nurse, The term, l 
^'enrolled nurse," which is probably preferred, comes 
i^om the legal ^requirement that the names of these 
nurjies be entered on a roll kept by the nursing 
registration board, They are not ''registered/' as profes* 
sional nurses are, but "enrolled," 

The enrolled nurse is trained in a hospital apprentice- 
ship program of 12 months. Like the licensed practical 
or licensed vocational nurse in the United States, the 
enrolled nurse has assumed responsibility for a large 
share of patient care* With the conversion of education 
of registered nurses to a college system, the plan is to 
expand the length of training of enrolled nurses to two 
years in order to prepare \hem to replace student nurses 
in the hospitals. For example, the last one year auxiliary 
nurses have been trained in Tasmania. The two-year 
program will be introduced there in 1976. Nursing 
leaders are examining Various curricula with a view to 
strengthening preparation of this level of nursing person- 
nel and reinforcing the career structure in the field, 

IK 

Clinical Component of Health Professions Educa* 
tion* An important contribution of hospitals is their 
participation in tmdergraduate medical education and in 
training bf allied health professionals. 

No university in Aiutralia controls a hospital. The 
new university at Flinders in South Australia will have 
an arrangement that approximates that of a university 
medical center, but, in general, clinical experience for 
medical students is provided in autonomous teaching 
hospitals that are affiliated with medical schools, One of 
the seriouf problems in medical education in Australia is 
the number of paties)ts available for teaching purposes. 
Private patients either those above the means test or 



''intermediate'* and declared to be private or those who 
are padents of private doctors on a service w,itboitt 
interns or residents are available for teaching purposes 
only under exceptional circumstances. Both the numbers 
and the clinical mix of public patients may not be 
' adequate^. For example, Uie three teaching hospitals 
affiliated with Monash University have the same number 
of beds as 20 years ago but a five-fold increase in 
residents and a doubling of the student populatipn. 
Moreover, there may be a disproportion of trauma cases 
in these Urge, sophisticated hospitals and insufficient 
numbers of the more commonplace conditions — 
appendicitis and hcmiu r~ that tend to go to private 
}io#it«ls. It is felt that more hospital beds, more 
University control of teaching hoiqpitals, and the rational- 
ization of ho^ital fadlides through regipnalization 
would help solve this problem. 

Many kinds of allied health professionals receive some . 
of their training in hospitids ^ pharatacists, dieticians^ 
physiotherapists, occupadonal therapists, speech ther- 
apists, and social workers. The character and length of 
the training received varies, for the different professions 
and for the same profession among the different Schools 
and hqspitalj', ' 

Two features of rthis variable clinical component 
should be mentioned. One concerns the roles of the 
academic instructor and the hospital professional in 
providing this clinical component, of education. As 
mentioned above, the clinical component for physio* 
therapy jmd occupational therapy are generally integral 
parts of the academic {nrogram which must be completed 
before the end of the course — not post-graduation * 
requirements for credentialing, as hi the United States. 
In accord with this characteristic, the tendency in 
Australia seems to be towards increased participation of 
the academic, instructors in the clinical component of 
education. In many places, supervisors from the schools 
go to the hospitals with their students, although over«aU 
supervision of the work rests, of course^ with the 
hospiul staff* 

The other notable feature concerns the financing of 
this component of education* In general, the hospital has 
absorbed the cost of this training, on the basis, presum* 
ably, that allied health professionals will be available to 
staff the hospital's services, (Allied health professionals 
have been in short supply generally.) But this is 
beginning to change. In Tasmania, the univeriity pro- 
vides a small maintenance grant to the teaching hospifalr 
based on the number of medical students a token 
contribution that enables the hospital to buy some item 
of equipment* In Queensland, a joint university-hospital 
standing committee is being established to examine costs 
and determine the best method of paying for clinical 
training. 

Clinical Component of Technician Education. As 
mentioned above in connection with technical educa- 
tion, it is common in Australia for. technologists of 
various kinds to work part-time and go to school 
part-time. In fact, some of the technical schools recom- 
mend or require that the student be employed while 
studying. For example, many students in laboratory 
technology spend a clay a week at the Royal Melbourne 
Institute df Technology and are employees of the 
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hoipital the rcit of the week. Similarly, radiographeri 
may be employed ai trainee technician! and be released 
for formal lectures, . 

On^he-Job Training. As in the United Sutes, hos- 
pitals train many kinds of aides and assistants on the job,*^ 
though perhapsv fewer in, kind and numbers than m 
America. Some of the types of workers trained on ^thc 
job are nursing attendants (nurses' aides In the United. 
Sutcs), physiotherapy aides, occupational therapy aides, . 
pharmacy aides or assistanU, diet aides, splint makers, 
surgical boot makers, surgical instrument technicians, 
plaster cast technicians, and electrocardiograph techni- 
cians. This training may be initiated by the hospital, or 
an occiipational group or associatiorf may establish a 
training program and then seek formal recognition of it. 

Hcialth Genders ^ • 

On a mwfch smaller scale than hospUili. health centers 
also provide training ior health personnel. Community 
health nurses receive field training at health centers, and 
rehabilitation therapists assigned to hejfrWMyaners are 
being reoriented for service in the community, rather 
than in institutions. Community health centers also serve 
as the setting for training doctors in family medicine (sec 
below). Since health centers are fairly new, their full 
potential for training lias not yet been explored. In the 
Western Mctropolitan,Hcalth Region of Sydney, a health 
center is being planned that will have explicit service and 
teaching functions. Perhaps this kind of demonstration 
will show the capacity of health centers to train 
members of the health team for provision of primary 
care. 

Postgraduate Education 

Australian universities have developed postgraduate 
schools fairly recently. In the 1950s, with anticipated 
expansion of the universities, Ph.D. programs were 
developed, with science disciplines taking the Icad.V^*' 
From these programs eincrge personnel m tlie biological 
and physical sciences who may work in the field of 
health "services. Postgraduate programs arc also offeiVd in 
social work, in health administration, and l^n a few other 
health professions. In nursing, specialist training in 
post-basic courses is provided at hospitals and colleges of 
advanced education, since the first basic nursing course 
in a college has just begun, as discussed earlier. 

' Postgraduate Medical Education 

In Uic field of medicine, postgraduate specialty 
education is the province of iinivcrsitics, of hospitals and 
their medical staffs, and of voluntary professional 
societies. In general, university, medical schools offer 
advanced degrees and postgraduate diplomas to those 
who plan to engage in teachbg and research, while 
hospitals and professional societies sm: concerned with 
preparation for specialist practicc.i^^J The multipUcity 
of courses of training in postgraduate medicine, with 
their varying requirements, duration, and awards in each 
specialty is reflected in a publication of Uic Australian 
Postgraduate Federation in Medicine, a coordinatmg 



body for Postgraduate Committees affiliated with medi- 
cal schools j^^) For example, with respect to ophthal' 
mology, one can learn where five university-biscd 
courses are offered, as well as the identification of 25 
hospitals where approved specialist training may be 
obtained in .this field. Among the functions of Post- 
^^graduite Committees are collecdon and dissemmation of . 
information about postgraduate education and involve* 
ment ip the Intern Matching Service for appohitmcnt of 
interns. The work of the National Specialist Qualifica. 
tion Advisory Committee m assessing specialist qualifica* 
tions and ifi working towards uniformity in this field is 
discussed in Chapter Five. 

Principal responsibility for postgraduate ^wning 01 
medical speciaUsts in Australia, as in tlje United States, 
rests with voluntary, professional societies caUed^ Royal 
CoUeges" or simply "Colleges" in the various specialties. 
<The disthiction between a*"Royal College and a 
. ••College" is purely formal, a Royal. College having 
applied to the Crown in England for permission to use 
'the adjecUve, "Royal," iU title.) These Colleges, 
which are analogous to -the specialty botrds In ^he 
United States, set standards for training in the specialty, 
approve training posts or training programs, and conduct 
the examinations for specialty qualifications, which may 
be either a diploma or fellowship in the College. 

In addition to profcssionahCo^eges, Australia also has 
professional associations in various fields that are politi- 
cal bodies, affiliated with the Australian Medic^ Associ- ' 
ation. T>ius, in the field of surgery, there arc bpth the 
Royal Australasian College of Surgeons and also the 
•Australian Association of Surgeons. Approval of resr- 
dcncy posu or programs in Australia is the function of 
the appropriate College, whereas in the United States 
this funcUon is performed jointly by representatives of 
the American Medical Association's Council on Medical 
' * Education and the relevant specialty board or boards.-* 

A prominent issue in Australia in recent years has 
* been the orginization of and requirements for post- 
graduate specialty training in mcdicine,i»'^ Differences 
in the length aod quality of the training required in the 
various specialties have led the four main Royal, Col. 
leges* to discuss the possibility of adopting a new 
system of training. Under the proposed plan» the first 
year of postgraduate training wpuld be the internship 
year required for registration, followed by two years of 
••basic" postgraduate training, wliich it is hoped will be 
common to all specialties, and then three or. four years 
of training in the relevant specialty or sub-spccialty, 
which is called "vocational'* or '•postgraduate* training. 
Persons in their Uasie postgraduate, training are to be 
called "residents," and those in their advanced traimng 
"registrars," thus providing a mixture of the ^mcrican 
and Brifish terminology. It has also been suggested that 
Uic year of internship be merged, with tl>e year* of basic 
" training (as recommended by the Millis Report in thd 
United States) to provide a continuum of postgraduate 
training.(5*} • ^ ^ 

«Roval Auitralaiiiui College of Surgconi, Royal Australaiian 
College of Phyiiciani, * Royal CoUcge of Obltetridani and 
GynccolGgifts. and Royal Auitraltan College of General PracU- 
tionen. ' 
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This prOpQjal Jhia* not yet been agreed to by all tlie 
Koyal^ Colleges, but the new scheme is already in 
opei^on in sbnie specialties. For example, in surgery » 
ppstgfeduatc speciality training to take four and a. 
half ycars^ but it has now beih iextended to seven years, 
thu$ assuring opportunity for adequate suicgic^l experi- 
ence. The medical graduate coraplef^-s his internship; 
undertakes two years of general surgical training," and 
th^ ipursues three or four ycats in an approved post in 
general surgery, orthopedics, otofaryng^ipgy, or another 
sub-specialty- In the last year of his postgraduafc work, 
he takes the examination of the Royal College, which 
consists of written; clinical, and oral parts, and then is. 
awarded fellowship in the College on completion loi his 
trainings 

The proposal for a uniform system of postgraduate 
medical specialty training is linked to the move to 
i^prtcn the undergraduate medical curriculum to five 
years, discussed earlier. Ii): the pa$t, universities were 
clearly responsible foKMSfdcrgraduate medical training 
and the professional Colleges for advanced training/^^T 
Supervisions of the years of intei^nship and basic trainin^v 
has not^ bcen wellndcfined; but if universities were to 
contribute to the training * of ^doctors during^ their ' 
internstiip and basic training years^ then the five-year ■ 
curriculum \Kould be more widely acceptable. 

Another aspect of postgraduate medical training 
involves its financing.t^") Customarily, the universities 
finance undergraduate medical education, and state 
governments, through their financing of hospitals, pay 
the salaries of residents and registfars, who are em- 
ployees of the hospitals and, in fact, ^are selected by 
^them^ Introduction of the new system of postgraduate 
training may involvcS^tered financial arrangements, 
perhaps payment of,jflfe^ptors from educational bud- 
gets, as is being done iK the Family Medicine program, 
administered by the Royal Australian College of General 
Practitioners. 

Family Medicine. The innovative Family Medicine 
program, mentioned in earlier chapters in connection 
with discussion of general practitioners, was launched in 
1973 with a grant of more than Aust. $1 million from 
the Australian government to the Royal Australians 
College oLjpeneral Practitioners. The program provides 
postgradju^ training in family medicine for four cate- 
gories of doctor ~ second and third-year residents 
^following theJntemship; fourth and fifth year advanced 
residents; women graduates returning to practice; and 
overseas medical graduates. 

The program involves tWd years of basic training 
following the internship year in medicine, surgery, 
pediatrics, obstetrics and gynecology, psychiatry, and 
anesthesia in hospitals, preferably in smaller hospitals. 
The advanced training of two years takes place in an ' 
approved general or family practice or other approved - 
setting (such as in a health department for a period of 
timc)^ where the trainee becomes a co-wprker of the 
family practitioner or a staff member of the agency *(^^) 
During this period of advanced training the doctor works 
as a **junior associate" in the practice, but he also has . 
time for further study. He does special projects, and he 
attends weekly discussion groups during all four years on 
topics chosen by the trainees, A general practitioner in 
the area acts as group leader for these sessions. In each 



weekly group in the Sydney Vea, about ten trainees 
: participate in these meetings, which are geherally held at 
hospitals, often with the wives of the trainees also 
attending."^ V 

The Royal Australian College of General Practitioners 
accredits t»otli the hospitals and the medical practices fbr 
training. Each practitioner who accepts a trainee receives 
a teacher training course and throughout the program is. 
involved in training sessions arranged for ailjite precept 
tor-practitioners in an area, for the group lexers, for the' 
hospital supqorisors, and for t>ther resour* personnel 
who serve Ine program. Area coordinatJrs, whose 
function it is to* see to it ^at doctors in 'their areas 
receive propeV education, arrange these on-going training 
sessions, . 

The program is funded by a subsidy paid to both the 
trainee and the practitioner. The trainee receives a sal^y 
equivalent to that of other hospital residents. Jn years 3 
and 4, the practice pays 50 percent and thie Family 
Medicine, program 50 percent of the trainee's salary .The 
practitioner receives an amount equal to 50 percent of 
the trainee's salary during the first two years as'a s^pend 
for bis teaching services, an amount equal to 40 percent 
of the trainee's s^ary in the third-:year,' and, as the 
trainee becomes more valuable, an amount equal to 30 
percent of the trainee's salaiy in the fourth year. Studies 
show that the pi-actitioner generally loses money in his 
{practice when he takes on a ttainec. He may have more 
time with his patients because of the assistance in his 
pyractice, but that does not necessarily generate more 
income. 

About 240 trainees arc currently enrolled in the 
Family Medicine program throughout Australia. In New 
South Wales, there are currently 75 enrolled in ail four 
years. It is hoped in that state that the program* will 
grow to 150 new entries a year, but this is nof at all 
certain. * 

The key fealure^of this imaginative program is the use 
of family practitioners as preceptors, 'rather than acade- 
mic personnel. Medical school professors participate in 
the program occasionally, but they are conisidered **too 
molecular biology-oriented." The best \ teachers are 
found to be the senior practitioners in the area, who use 
cases from their practices as teaching material and meet 
with the trainees for small group discussions. 

Continuing Education 

Continuing education programs in Australia are con- 
ducted under both govemmental^and voluntary auspices^ 
As in the United States, programs designed to update the 
skills of doctors and other health professionals are many 
and varied, including lectures, seminars, .refresher 
courses, self-assessment examinations, radio programs, 
and provision of audio^visual aids, such as tape and 
cassette recordings. 

<3urrcnt activities of the federal government are 
limited to provision of fellowships in/ various fields, 
publication , of materials^ and provision/for time off for 
federal employees to attend courses.(^^) As will be 
shown below, however, the Australian government is on 
the verge ^lOf embarking "on much more, ambitious 
undertakings in continuing education. ^ 



At the state leycl, each health department hat a 
special- program for staff development, although the 
scope 6f thij prpgrjwns differs among the states. The 
courses arc designed not only for personnel emplayed by 
Njhc state agency, such as medical officeris seeking 
gaining in communUy hJsalth, but also for a wide range 
if personnel working in hospitals, health centers, and 
olher facilitien. Some courses are year-long, Icadin^to a' 
diploma^ for which the employee receives a lealyc of 
absence, ahd others are short-term Or part-tinie courses. 

For example, the Health Commission of New Sputh^ 
Wales has a Division of Staff Development with re^ponv 
Ability for over-all supervision of training activities* The 
administration of the program has been decentralized to 
the regions, so that training can be integrated with the 
decentralized .administration of ser^dces. Most of the 
courses arc on a relcased-time basis, but some are a 
mixture of full-time and rcleased-time work. Another 
pattern is that adopted for niurses seeking training in 
ward administration to become charge nurses; they have 
five days of rcleased-time for the course and then ten 
months of correspondence* 

In South. Australia, a Staff Development Advisory 
Committee works with tfie Department of Hospitals and 
• Mental Health on questions of policy affecting con tin- 
liing education for the jpaany employees of the Depart- 
; mcnt and for personnel working in hospitals and other 
; institutions. In South Australia, at any one time approx- 
imately 200 public servants are receiving aid for higher 
' education Out of a total employee complement of 1200; 
most of these employees are allowed up to five hourr 
released-time per week plus travel time. 

An important governmental contribution 
ing education is the work of medical schools/ whickarc 
federally, funded but\function on a state lev*. Attaqhj 
to each medical school is a Postgraduate A^ommi^^ 
composed of academil^and community rerfresenytiyes,.^ 
which arranges continuing education .prferaift/* The , 
Postgraduate Committees draw on the reslrtfces not 
only of the medical schools but of teaching hospitals and 
medical specialty organizations. 

Voluntary professional^ associations in virtually all 
fields are pVing increasing attention to continmng 
education. For the allied health ptofessions, the profes- 
sional associatio^is are prcwiding various kipds of contin- 
uing education. For example^ the Pharmacy Guild of 
Australia provides lectures and seminars , all on a vo^luntary 
'^baiis, to its members. ^ 
In medicine, the Royal^Colleges and other ^medi^al 
' specialty organisations ^e ^pi^e. For example, the 
Royal College of Physi^ans hasN?na^e-ar self^ 
program available to its members anff^etujpi a committee 
to study the problem. The report that resulted from ^s 
work favors organization of a contihtdng education 
program on a national basis and establishment of a 
permanent continuing education unit within the Col- 
lege.t^^) Among the several recommendations are two 
that should be 'specially noted - that attendance at o;ie 
of the courses of the Continuing Educatioh Unit of the 
College should be mandatory for every pj:afcti8ing Fellow 
and that the needs of physicians in isolated areas should 
be met by educational correspondence, including k 
reporting service, visiting specialist teams, hospital re- 



J^esher attachments and provision of a/*locum'' service. 
In connection with rural practitioners^ a conference on 
continuing medical education in countty areas of Vic* 
toria, held in 1971, recommended regional organization 
of continumg education, financing activities throu^ a 
combination of private and public funds/ use pf clinical 
meetings in*country hospitals, travelling workshops, and 
other means, and evaluating the effectiveness, of pro- 
grams with a view to making necessary changes.^ ' 

A, large part of the Family Medicine program of the 
Royal College of General Practitioners is concerned with 
continuing education of doctors, as distinguished from 
postgraduate specialist training. The journal, Australian 
Family P/iystcian, monographs, reel and cassette tapes, 
slides, closed circuit television, telephone networks, and 
films provided by the College are aU geared to, the 
practising, doctor, The College also offers a self-assess- 
ment program called CHECK (Continuous Home Evalua- 
tion of Clinical Knowledge); Its program for re-training 
women doctors, most of whom graduated from medical 
school between 1950 and 1954, includes work in general 
practice, counselling, and therapeutics. There are about 
1,000 women doctors to be retrained in Australia as a 
whole. . ^ - 

Despite this multiplicity of activities in contmuing 
education under various auspices, continuing medical 
education has been plagued by problems. A recent 
report of the national Hospitals and Health Services 
Commission identifies the deficiences as follows: (1) parr 
ticipation is low (one knowledgeable doctor estimated 
"ttSr^CWer than five percent of doctors take- part in 
contimAg education programs);. (2) the dclrign and 
provisioJ of programs are unstructured; (3) the' budgets 
^Sr^TCSources of the Postgraduate Committees and 
micKcal Colleges are i|iadcquate; (4) the effects of the 
expansion of medical knovrle,dge and the interdepend- 
ence of health professionals are not met; and (5) Uie 
technical problems involving educational method receive 
inadequate attentipn,(^5) 

The comprehensive analysis of the problems of 
continuing medical education imdertakcn by the nation- 
al Hospitals and Health Services Commission led to its 
recommendations that a formally organized and ade. 
quately funded system of continuing* education for 
medical practiidoners be established and that this system 
- be organized and funded through the joult efforts of the 
profession and the Australian government. The general, 
aims of such a system would be to increase professional 
knowledge and improve professional performance,^ so as 
to improve the quality of patient-care. Among its more 
specific aims are facilitating re-entry of married women 
into the work force and assisting foreign medical 
graduates who are having difficulty in meeting registra- 
tion requirements. The key features Of the proposal are 
that the system be formally organized on a national and 
area basis, with appropriate involvement of the organiza- 
tionsothat have been involved in continuing education in 
the past, and that the work be adequately funded, to an 
order of magnitude of Aust, f3 million per ybar 
contributed by the Australian government. An impor- 
tant element of the proposal at the national level is to 
link tiie development of continuing education of health 
workers with the development of policy on health care 
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delivery* The ilew organization is to be calied the Miianpower,. First is the assumption of full financial 



Australian Committee on Continuing Education. 



In conclusion^ three recent developments in the 
Australian educational system should be imderscored as 
of prime importance to the development of health 



responsibility for all tertiary education by the federal 
government. Second is the explicit and deliberate move 
tO' develop' colleges of " advsuiced education as the 
principal site for preparing allied health workers. Third, . 
but not of lesser importance, is the renewed emphasis 
placed on the training of the general practitioner as a 
modem specialist in family medicine. 
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Chapter Five 



REGULATION Op H 

■ ■ • ■ I 

Atutr^a, like the United States, regulates its health, 
" manpower through a multiplicity of mechanisms, both 
statutory and voluntary. In both countries, > these 
mechanisms exert influence at various points in the 
training of personnel, at initial entry into an occupation^ 
in control of the work setting, in the operation of 
|>ayment mechanism, in the inter-relationships with 
other elements in society (such m the judicial system), 
and through the functioning of voluntary professional 
bodies. Prominent in the Australian regulatory system 
are the variations among the six states in their 
^registration statutes — much like the variations in the^ 
licensing laws of the 50 American states. But there are 
also significant differences between the two countries in 
the structure and operation of the various regulatory 
mechanisms and in the degree of reliance that is placed 
on each»(^) 

Accreditation of Educational Institutions 
and Programs ^ 

The much larger governmental sponsorship and 
support of higher education in Australia than in the 
United States, discussed in the previous chapter is 
associated with governmental, rather than voluntary, 
accreditation of educational institutions, programs, and 
courses (curricula). In the past, federal grants to the 
states for education, and now full federal funding of 
tertiary education, place the federal government in the 
position of being responsible and accountable for certain 
educational standards. Actually/the federal government 
provides only general surveillance, and, except for 
tmiversitieS, the actual authorizing and accrediting of 
programs and courses are done by state ^agencies. In 
addition, professional /associations ptfficipate in 
accreditation, although the voluntary role^is much less 
significant than in the United States. 

Federal Role 

As pointed out in the previous chapter, overall 
surveillance of each of the three sectors of tertiary 
education is provided by a separate agency of the 
Australian government The Australian Universities Com- 
mission, the oldest of the three commissions, was 
established by statute, and the commissioner and deputy 
commissioner are statutory appointments (the small 
staff of the Commission is on civil service), so that the 
Commission has considerable autonomy in its advisory, 
consulting, coordinating, developmental, and financial 
functions, mentioned earlier. With tlie rapid growth of 
• colleges of advanced education," the A.U.C. of necessity 



MANPOWER 

consults with state governments and state agencies so 
that "the Commission's considerations of the needs of 
xmiversities should not be made in isolation but with due 
regard to the oviprall needs of tertiary education.''^") It 
may be noted her^ that the British General Medical 
Council still approves ^Itnedical and dental schools in 
Australia (whicl^^ means that graduates of Australian 
medical schools are accepted in the United Kingdom), 
but an equivalent Australian medical council will prob- 
ably soon be formed to approve future new schools. 

The Australian Commission on 'Advanced Education, 
as mentioned earlier, is responsible for monitoring the 
growth of colleges of advanced education. Detailed 
review of individual programs ?md courses is ultimately 
done by the state coordinating bodies, discussed below, 
but the Commission is concerned with planning, financ- 
ing, and balanced development of the college system 
across Australia as a whole* 

The third body is the new fecleral .Commission. on 
Technical and Further Education - TAFE, also discus- 
sed earlier, which will have responsibility for overall 
surveillance of technical education supervised by parallel 
state agencies, usually in the state departments of ^ 
education. 

In addition to these three basic agencies, two Other 
agencies at the national level perform im jpor tan t roles in 
assuring the quality of education of health practitioners. 

• The Australian Counciton Awards in Advanced Educa- 
tion is concerned with consistent standards for degrees, 
diplomas, and certificates. It is a national, non-statutory 
body formed by agreement of the six state Ministers and 
the federal Minister for Education "to promote ^consist- 
ency in the nomenclature used for awards in advanced 
education and to assist in the development of meaning' 
ful relationships between levels of courses and their 
aUQciated awards.*'(^) The Council thus evaluates the 
comparability of courses and awards and publishes a 

; national Register of Awards in Advanced Education. Its 
rigorous guidelines for determining the level of awards 
concern length of the course and also its structure, 
emphasis^ depth, and relation tq otlier studies in the 
field. Registration of an award for an established course 
is normally for five years, but if the course hu 
undergone a major change « a fact to be determined by 
the accrediting authorities — it is reviewed earlier. The 
responsibility of the Australian Council on Awards in 
Advanced Education for academic standards and nomen- 
clature is thus designed to encourage national standards 
and uniformity in recognition of awards. 

Another federal agency, the Committee on Overseu 
Professional Qualifications, was formed for the specific 
purpose of assembling and evaluating information rele- 

6S 
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vaht to recotnition of diverfc- overieu profcisional 
qutlific^tioni/'^) but it has come to have widcfpread 
influence on the regulation of health peri onnel general- 
ly, (In Australia, the wbrdi -'qualincations,'^ is used to 
designate speciHc degrees, diplomas, or other awards of 
educational institutions, as well as in the generic sense to 
describe the characteristics of credentials required for a 
profesiion or occupation.) 

Committee on Overseas Professional QualincJ^- 
tions Vr COPQ, as it is called, is advisory to the Minister 
of Immigration, It has no enforcement powers because ^ 
authority over registration of practitioners rests with the 
stetes. Working through expert panels in each profession 
and with the professions generally and their regulatory 
bodies (both in the health professions and other Helds 
also)|.COPQ has developed lists of acceptable overseas 
quaUficationa for the various professions — that is, 
degrees or other awards of overseas schools that are 
automatically acceptable in Australia.(^) For example, 
qui^ifications o£ British^ Canadian, and New Zealand 
'medical schools tend to be automatically acceptable in 
most Australian states, but for other countries only the 
qualifications of specific Khools are recognized, Form- 
crly^ all overseas schools that had been inspected by and 
met the standards of the British General Medical Council 
were also recognized in Australia, but this is no longer 
true* 

In the course of undertaking this enormous work of 
evaluating education provided by hundreds of overseas 
schools in nine health professions (medicine^ dentistry, 
nursing, pharmacy^ optometry, dietetics, physiotherapy, 
occupational therapy, and speech therapy), COPQ neces* 
sarily had to become informed about education in these 
fields in Australia, as well as abroad. It could not decide 
whether an overseaii qualiHcation Was equivalent to an 
Aiutralian quallHcation unless ^ was kn%vledgeable 
about Australian training. As ar result/ unlikely aa it 
would seem for an immigration agency, COPQ is a mine 
of information about education and regulation of health 
manpower inside Australia. Its little pamphlets on each 
of the health professions are valuable sources of .informa- 
tion on health manpower training in Australia. 

Moreover, in this process of scrutinizing and compar- 
ing educational programs on an ongoing basis, COPQ and 
its expert panels were faced with overall questions of 
policy and administration. Differences among the states 
in their, requirements for foreign medical graduates, for 
example,^ constitute a persistent issue because a foreign 
medical graduate who is registered in one state cannot be 
automatically registered in another. Each state re-exam- 
ines the applicant's original qualiHcation de novo. There 
is now a^eemcnt among all the states to use the 
American ECFMG (Educational Council for Foreign 
Medical Graduates) examination for screening of foreign 
medical graduates before departure irom their own 
countries. Then, various requirements for practice tmder 
supervision are imposed by the states. Ultimately, a 
national approach to the problem of recognition of 
foreign mecdcal graduates may be achieved. 

Another concern of COPQ is the extension of 
screening examinations to foreign graduates in dentistry, 
nursing, pharmacy, and physiotherapy. In this effort, 
COPQ and its expert panels are attempting to identify 
the critical kinds of competence- that need to be 



auessed. For nursing, the development of aii appropriate 
test to i^lentify competence in what a nurse actually can 
dOf u weU as to measure knowled|e, attitudes, andv 
skillsi is the subject of a contract with the University of 
New South "Wales* In other ^elds, the tests may be more 
intuitive and less .precise. In both Australia and the 
United States, development of proficiency tests and of« 
measurements of competence it at an early stage, Wl^e 
struggling with the technical problems of screening 
examinations, COPQ is concerned lest these examlna** 
tions prove to be a double-edged sword — that they 
might eliminate candidates who would otherwise be 
accepted and prove to be satisfactory, particularly in 
fields in which Australia suffers a shortage, 

COPQ's task has drawn it inevitably ijpito the develop* 
ment of , procedures to facilitate the regulatory process^ 
A single application form for foreign graduates in 
medicine, nursitig, and pharmacy is now being developed 
for all sute registration boards. COPQ describes its own 
roles as both catalytic and advilory. One medical dean 
predicted that from the basic work of the Committee on 
Overseas Profeuional Qualiflcions there may eventually 
emerge national standards for healtlf personnel in Aus- 
tralia generally, ' 

Sute Role ^ 

r 

At the state level» agencies that serve as counterparts 
to the Australian Universities Commission and the 
Australian Commission on Advanced' Education launch 
new educational institutions, approve new courses (cur- 
ricula), administer funding, and provide general surveil- 
lance of education in universities and in colleges of 
advanced education* The authority and organization of 
these state agencies differ among the states^ but all 
reflect the common thread of state supervision of 
tertiary education despite full federal fundings Technical 
education, as mentioned in the preceding chapter, is also 
the province of ofHcial state departments of govern- 
ment. 

Perhaps a more detailed look at how these state 
coordinating agencies for higher education function in 
several 'States may be illuminating. In New South Wales, 
there are, three statutory groups involved in the regula- 
tion of higher education (exclusive of technical educa- 
tion). The Universities Board is responsible for develop- 
ment of new universities and i^ew -departments and for 
recommendations on schools and programs, but it has xio 
control over the courses offered in universities. The 
Advanced Education Board is the accrediting and coordi- 
nating sigency for all courses in colleges of advanced 
education; this Board decides whether a proposed course 
should be a diploma or a degree program,* subject, of 
course, to review by the Australian Council on Awards 
in Advanced Education, mentioned earlier. Thus the 
N.S.W. Advanced Education Board may review a pro- 
posal submitted by a college for a course in orthoptics, 
or it may invite a college to submit a proposal for a 
course deemed necessary. Periodic review of all courses, 
generally every three years ^ is conducted by a team of 
practitioners and educators. 

On the financial side, the Advanced Education Board ^ 
of New South Wales recommends to the Australian 
Commission on Advanced Education a triennial program 
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for bpemting tnd capital cxpcnditurci for all the colleges 
of advanced education, in the state, Thii recommcnda- . 
tion ii based on the submissions of the colleges and takes 
into account expected growth, numbers of students, and 
quotai for each program. Thus, the accrediting and 
financing' procedure begins with a course asiessmcnt 
committee of the stitc Advanced Education Board, 
which approves a course proposed by a college. The 
Board itself then acU. If. the course is approved, the 
mtter goes to the stitc Minister for Education and 
finiUy to the Australian Commission on Advinced 
Education in Canbcrri for approval of the need for the 
course, its location, and its financings 

Still another agency in New South Walct is the Hi^cr 
Education Board that Coordinates the rcdpramendatiorii 
of the state Universities Board and the Advince[d 
Education Board and serve' * clearing house for new 
ideasv In'thc future, these three boards may be consoli- 
dated irtto a single state higher education authority. In 
addition , the New South Wales Pepartmcnt of Technical 
Education^ responsible to the Minister for Education, 
operates the technical education ''(TAFE) programi. 

In South Australia, the universitiei deal cUrectly with . 
the Minister of Education, but the colleges of advanced 
education report to the Board of Advanced Education, 
which Is responsible to the Minister of EduCation./rhii 
Board approves every course that is offered, determines 
the level of courses, allocates funding, and provides 
over-all surveillance. * 

Victoria has a unique organization — the Victorian 
Institute of Colleges (V.I.C.), which is an autonomous, 
sUtutory body that operates somewhat like a university 
and awards degrees for work done in the colleges under 
its jurisdiction.(®) It hu both academic and financial 
responsibilities* It decides onV new colleges, purchases 
sitesi monitors new developments in education, approves 
courses and budgets, and resmves differences between 
tertiary institutions and the professions. The procedure 
for approval of a new course is\that the V.l.C. gives iU 
i^pproval in principle for a new tiourse, the college then 
submits a detailed proposal containing the structure of 
the course, a description of its rdiourcei, and estimates 
of enrollmenU, and finally the\ V.l.C. accrediU the 
course. Colleges determine ^at new courses are needed 
in various ways — by surveys of professionals, interviews 
of employers, and examination of\ budgeted vacancies; 
confirmation of that need is exercised at both the state 
and national levels. In the future it is anticipated that 
the V.l.C. will accredit a college oi\ a department^ u a 
whole, but not individual courses or Curricula. 

The budget proccii in Victoria stkrts with a submis* 
sion by the college to the V.LC., whifch in turn prepares 
a consolidbited submission based On \the needs of the 
state as a whole. Both the subnussioni, of the individual 
colleges and the aggregated ones of theW^.LC.are sent to 
the federal Australian Commission on Advanced Educa- 
tion, before it undertakes its round Of visiU each 
triennium to the six state boards as\well as the 80 
individual colleges of advanced educatior 



Besides these specialized agencies in each state that 
oversee tertiary education, state control of educational 



programs is exercised throu^ sUte registration laws for 
some of the registered professions. Particularly in nuJfS- 
ing, the regulations under the registratic* laws some- 
times specify the curriculum required in great deal. In 
New South Wales, in fact, a separate agency has been 
established to regulate nursing education, indepehdeni 
of the registration board. It may be significant that 
rigorous, detailed prescription of nursing curricula by 
law has not been sufficient to wsure satisfactory nursing 
eckicat1<>n in the face of deficiencies in the organization 
of^lvwi^on, for, as d^cussed earlier, Australia is ort the 
eye of a%»jor shift froin hospital-based nursing edut a- 
tibn to a college system. ^ 

■ • . ' ' '. " ' / ■ ^ 

Voluntary Role 

Voluntary, professlbnii org^ are also in- ^ 

volved in the regulation of c&Ucation, but their role is 
lew conspicuous than in the United States, where 
voluntary organizations are the principal accrediting 
agencies for allied health education. In Australia, some 
professional aUociations, particularly in fields not sul^ 
ject to registration, set standards .for. education w4 , 
accredit programs. These actions do not*have the force 
of law, but employers tend to respect these standards in 
their hiring policies. « . 

For example, in the , field of social work, the 
Australian Associa^on of Sbclal Workers sets "Minimum 
Standards for Eligibility for Membership and Minimum 
Standards for Schools.^' On the buis of these standards, 
the Association, working through its standing committee 
called the Professional Edutation and Accrediting Com- 
mittee (PEAC), accredits ^dividual schools and reviews 
course offering periodically. All graduates of acdreditad 
schools are then eligible for membership hi the Associa- 
tion, which serves as notice to employers of thdr 
completion of approved training. Althou^ this colun* 
tary accreditation hu no legal effect, the voice of the 
Association hu been powerful in 'setting and revising 
educational standards and in having these standards 
recognized. » • 

The Australian AssocUtion of Occupational Thera- 
pists is also involved, in setting standards for education 
spelled out in iU publication, "Educational Objectives 
arid Minimum Requirements for Students of Occupa- 
tional Therapy." The Australian College of Speech 
Therapists accredits educational programs and advises on 
qualifications in a similar way. 

Another voluntary organization concerned broadly 
with the S:|uality and methods of education, althoug^ not 
engaged in accreditation of educational programs^ is the 
Australasian and New Zealand Association of Medical 
Education, a recently formed organization of deans of 
medical schools, medical educators, and a number of 
persons involved in education of paramedical personnel. 
The organization hu both individual and institutional 
members. It is intended to serve u a vehicle to upgrade 
the quality of education for the healtli profeMions, and 
it hu deliberately adopted a multi-disciplinary character 
to encourage commimication and changed attitudes 
among the health professions, although actual innova- 
tions in educational content and methods are the 
responsibility of the educational institutions themselves. 
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State Regiftrsition Laws 

In Australia, itate registration laws are the equivalent 
of the liccniing laws in the 50 American states but with 
significant differences* At least seven occupational cate« 
gories are registered in all-states — medical practitioners, 
dentisU, nurses, pharmacists^ dptometrists, physiothera- 
pists» and chiroi>odists - and about 20 health occupa-^ 
tional categories or occupational specialties are regis* 
trable in a|, least one state. Registration is required for 
dieticians only in Victoria, for occupational therapists 
only in Western Australia, and for radiographers only in 
Tasmania* Chiropractors are registered, only in Western 
Australia; the national government, incidentally, has 
undertaken a comprehensive study of chiropractic. 
'Some registration statutes are mandatory and prohibit 
practice of the profession by persons who are not 
registered. _Othcf are permissive and mctciy bar use of 
the title.(7) 

Australia as a whole — with six sUtes, two territories, 
and 13 million people — has S3 registration boards, 
functioning under varying statutory provisions, with 
multiple regulations, and according to different adminis* 
trative arrangements. As in the United States, Ithe 
dominance of the states in regulating the authority to 
practice hasxreated variable, complex, and often, bureau- 
cratic requirements. There are also important differei^ces 
between the Australian registration laws and the Ameri- 
can licensing laws, as will be indicated later. 

The purpose of registration laws and registration 
boards are defined in var(pus ways« Perhaps it is 
sufficient to cite the Office of the Registrar of the 
Medical and Other Professional Boards of Queensland, 
which defines the functions of the boards as the' 
maintenance of standards of service to the public, 
protection of the public against professional misconduct, 
and protection of both the public and the profession 
against unauthorized practitioners. More specifically, an 
important purpose is to maintain a register, or list, of 
practitioners authorized to practice, together with their 
qualifications. ^ 

Although there have been some attempts by profes- 
sional groups that are not k'egistrable to obtain registra- 
tion for example, social workers — in general Australia 
has not experienced activity analogous to the drive of 
numerous occupational groups in the United States to 
achieve licensed status. The feeling is strong among 
Australian manpower experts, such as the Commission 
on Overseas Professional Qualifications, that the only 
justification for registration is to protect the public 
not to raise the status of an occupational group. 



Composition and Administrative Locale 
of Registration Boards 

No detailed analysis of the Composition of the 83 
registration boards could be undertaken in this investi* 
gation, but a few comments m^Y be made on the 
character of the boards. The largest numbers of members 
of each board are generally members of the profession to 
be registered. In most states, the Governor or tht 
Govemornn-Gouncil (the cabinet) appoints the members 



' of the boardsi but in some cases they are elected through 
mail ballot by the profession. In Western Australia, the* 
four dentists on the eight-member board are elected by 
the dental profession in this way, and in Victoria five 
dentists are elected and two are appointed to the 
seven-member board.(8) In New South Wales and other 
states, the registered pharmacists in the state elect the 
pharmacists who ate members of the board.\(^) 
' Medical practitioners are represented on all the 
registration boards, and the Aiutralian Medical Associa> 
y tion has an official representative on many boards, e.g., 
the nursing board in South Australia. The majority of 
members of nursing boards are nurses, but it is note* 
worthy that no state has a nurse as chairperson of its 
state nursing board. Generally, the chairman is a medical 
practitioner^ but in Victoria the chairman of the nursing 
board is a lawyer. (Whejther this reflects old-fashioned 
male chauvinism or some legal constraint is not clear.) It 
is common for registration statutes to include as 
members of the board either nominees of the State 
Minister of Health or officials of state health agencies or 
both. In Queensland, one doctor is head of all seven 
registration boards, and the same is true in the Austral- 
ian Capital Territory, 

In some states, the registration boards are part of the 
state public health agency and therefore included in the 
budget and subject to the Public Svcrvice Commission. In 
other states, the boards are administratively independ- 
ent, but as in New South Wales, may be linked to the 
unified state health agency and funded by it. Despite 
these differing administrative locales and arrangements, 
all the boards seem to function in generally similar ways. 

With these general comments, it may be helpful to 
turn first to consideration of medical registration as the 
prototype for state registration of all the health profes- 
sions, and then to consider features of other registration 
laws and of the administrative mechanisms of registra- 
tion in Australia generally. 

Medical Registration 

The Medical Practitioners' Acts of the Australian 
states, like the American Medical Practice Acts, create 
regulatory boards with power to register and keep a list 
of medical practitioners who meet certain requirements; 
they also have power to remove the name of a medical 
practitioner from the register for certain prohibited 
conduct or to impose other disciplinary measures, and to 
regulate practice in other rcspccts.C^^J The chief differ- 
cnce between the Australian and American systems is 
that there is no separate registration examination --'in 
addition to medical school examinations for graduates 
of Australian schools. Since all Australian medical 
schools ATp public institutions, with governmental fi- 
nancing and surveillance, full reliance for academic 
qualifications is placed on the examinations given by the 
medical schools. (A separate registration examination is, 
however, required for. nursing, as discussed later.) In 
fact, there is no power in the registration boards to 
approve Australian medical schools, which are accred- 
ited, as mentioned eirlicr, by the British General Medical 
Council and may i^oon be accredited by an Australian 
body. 
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Registration of foreign medical gfadyatcs, however, is 
a different matter. Each state has different requirements 
for authorizing practice by foreign medical graduates 
•and recognizes different overseas qualifications. For 
example, the 1970 statute in Victoria ^provides for 
immediate recognition of graduates of schools in Great 
Britain, the Republic of Ireland, and New Zealand, 
provided the medical course is at least of fivd years' 
duration. New South Wales now accepts graduates of 81 
medical schools (not the total 110) in the United States. 
The Committee on Overseas Professional Qualifications 
publishes lists of the medical schools throughout the 
world and those qualifications that are recognized by 
each of the six states.'^^^) 

» The general requirement for recognition of an indi- 
vidual overseas graduate is that he pass the screening 
examination of the American ECFMG (Educational 
Council for Foreign Medical Graduates) body, that he 
complete a period of probationary service in an ap- 
proved hospital setting, and that he pass an oral or 
clinical examination. During this period of probationary 
service, the foreign medical graduate may receive a 
"license" in some states or provisional registration in 
others. In New South Wales, the medical board may 
grant a temporary license to practise in an approved 
hospital for up to four years to a practitioner who is not 
eligible for registration. In Western Australia, the Medi- 
cal Practitioners' Act authorizes a certificate of "regional 
registration" in under-doctored areas to one who meets 
certain qualifications but is not registered.*'^' Tempo- 
rary authorization to practise thus helps staff rural 

hosjpitals. . f^"^'^ 

This over-simplified description does nl^t reveal the 
complexities created by the different requirements and 
procedures of the several states in recognizing foreign 
medical graduates. The whole matter is under review, 
with the Work of the Committee on Overseas Profes- 
sional Qualifications creating an impetus for national 
standards for evaluating foreign medical graduates. The 
first step in this direction has already been taken by 
requiring the EQFMG examination. The next step will 
probably be to resolve the differences among tlie states 
on whether the candidate should th?n take a further 
examination or serve a nine-month internship before 
being examined. 

Currently, it should be emphasized, overseas medical 
graduates registered in one state are not autom.itically 

• eligible for registration in another state, as are graduates 
of Australian medical schools. Agreement on a national 
system would eliminate this obstacle to roobility fo^ 
foreign medical graduates, who constitute a significant 
proportion of the nation's doctors (see Chapter Two). 
Accordingly, a principal activity of medical registration 
boards in all states in Australia is assessment of standards 

, of overseas medical ichools and qualifications of indi- 
vidual overseas medical graduates. Clearly, a major 
obstacle to a national system of medical registration in 
Australia lies in the differing state standards for foreign 
medical graduates. 

In four states - Queensland, Victoria, South Aus- 
tralia, and Western Australia the medical board also 
maintains a register of specialists.^*^' In Victoria^ the 
statfite specifics the information required to be recorded 



in this register. Western Australia has alimiteti special- 
ists' register solely for the purpose of workers' compen- 
sation. In two states - Queensland and South Aus- 
tralia(^*) - registration of spcdalisti* qualificatfbns is an 
over-all condition for practising the specialty. In these 
states, where it is illegal to practise a specialty without 
being registered as a specialist in th^i field, the register 
serves as a control of functions and quality of care. 
These specialists' registers were establTshed - the re- 
quirement was first enacted in Queensland 30 years ago 
to assist the courts and workers' compensation 
ttibunals in proceedings before these bodies and to make 
information on specialists' qualifications available to the 
general population. A roster of qualifications for the 
Specialties maintained by the. Australian government for 
the purpose of determining reimburlement. under the 
national health insurance scheme is discussed later, but it 
should be pointed out here that .state registration as a ^ 
specialist, in states where this requirement exists, is a 
pre-requisite for national recognition. 

In general in 'Australia, as described in the previous 
chapter, the learned^ societies (Royal Colleges) approve 
hospital posts for postgraduate training. In the State of 
Victoria, however, a unique statute was enacted, effec- 
tive 1974, Which assigns to the medical registration 
board authority to approve or accredit hospitals for the 
training of interns.O'^' Under this statute, standards are 
set for training facilities^ e.g., requirements for hospital 
libraries, education boards, and tissue ^committees. An 
accreditation committee of the medical registration 
board, which includes a respresentative of the voluntary 
Postgraduate Medical Education Committee, mentioned 
earlier, visits the hospitals and provides adyice and hcljx^^ 
to improve the institution's resources for training. While j 
a requirement for registration in all states is completion 
of a one-year accredited internship, only in Victoria does 
the registration board have the responsibility for approv- 
ing the internship. Thus, accreditation of in tership posts* 
by the Victorian medical registration board carries the 
sanction of non-registration if required standards are not 

met. . * 

The Australian state medical boards, like their Ameri- 
can counterparts, undertake only a small ' number of 
de-registrations or other disciplinary actions each year. 
In one state, there have been about two de-registrationi 
per year among 3,000 registered medical practitioners. 
In another large state, an estimated three^ to lix ^ 
suspensions of doctors occur eaqh year, m^nly for * 
mental illness or drug dependence. A novel sanction for 
improper conduct is contained in the Western Australia 
statute, wluch empowers' the board, in lieu of removing a 
medical practitioner*s name from the register, to require 
a practitioner to give a written undertaking of good 
behavior for a certain period of time, and to comply 
during that period wjth such conditions relating to his 
practice as the Board sees fit to impoie.^l^' 

One criticism made of the diversity in Australia's 
sUte medical registration laws ii that the registerSidOvnot 
all provide an accurate reflection of the nudbeJ^of 
doctors in active practice, nor thefir specialties.^*'' The 
registers do not show who is in full-time practice and 
who is not* Specialty qualificsitions, as noted, are 
registered in four <tatcs but in different ways, and thjy 
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arc not rcgiitcrcd in two lUtci and two tcrritorici. Of for adminiitration of hoipitals may iiiuc guidclinci or 
cdiuse, the rcgiitcw do not reflect the general practitknt--^ — dhetUv e i to tlje hoipitali on allowable nursing func- 



m who are actually engaged in specialty practice or the 
spccialiiti who carry out some general practice. Thus, 
accurate and vnifonn statistical information on medical 
manpower is not readily available from a source that has 
the capacity to provide much information so euential 
for effective planning. 

Nurses' Registration Acti ^ 

State nurses* registration acU provide for the registra- 
tion of general and specialized nurses and for ^'enroll- 
mcnt*' of the nursing auxiliary, who is similar to the 
Kcensed practical nurse in the United States. The 
difference between a registered and an enrolled nurse is 
that a registered nurse has more education and status 
than an enrolled nurse. The states vary in the post-basic 
nursing qualifications that are also registrable. New 
South Wales« for example, has five registrable branches 
of the field in addition to general nursing. Thus, six 
separate registers for nurses are maintained in New 
South Wales - for generaj nurses, midwifery nurses, 
p«ychiatric nurses, infants' nurses, mothercraft nurses, 
and geriatric nurses J 

Like medical boards, # nursing boards maintain the 
registers and rolls, administer recognition of overseas 
nursing prpgrams afid graduates, and suspend or cancel 
registration on specific grounds. In addition and unlike 
medical boards, they i^ecify the actual content of 
curricula for each type of nurse (with .detailed curricula 
included in the statute or the rcgulation)(^^) and make 
site visits to and approve each school of nursing. (In New 
Soutli Wales, as .mentioned earlier, a. separate'board has 
taken over the educatioxtal function^.) All state boards 
deid|.e and administer examinations for registration.(^^) 
Separate registration examinations are required (in con- 
trast to medicine and other health fields) because of the 
large number of hospital schools of nursing of varying 
quality that are not under the jurisdiction of goycm- 
. mentally-approved educational agencies. In some states 
(Victoria, SoutK Australia, and Western Australia), re- 
fresher courses are reouired for nurses who have not 
practised for five years.(21) 

A significant difference between the Australian and 
American nursing statutes is that the Australian registra-^ 
tion statutes contain no definition of the scope of 
nursing practice. (Actually, scope of practice is defined 
Only in the dentistry, pharmacy, and Optometry registra- 
tion laws.) The functions that the general nurse is 
permitted to perform are ddtermincd basically by her 
training and the hospital's usual practice. (The functions 
of specialist nurses, howevcri may be specified in the 
laws). Scope of functions for nurses is, in reality, tairly 
standardised throughout Australia, but two mechanisms 
are used to warrant expanded functions. The Nurses' 
Board may issue a statement of policy on the role of the 
nurse ---^ for example, a statement by the Nurses' Board 
of Western Australia in August 1973 on the conditions 
under which a registered general nurse may apply the 
cardiac defibrillator, may give intravenous injections, 
may ^ve epidural injcctionsj and may directly dispense 
simple analgaesics* Or the state health agency responsible 



tions* A 

As a matter of law, the only barrier to an expanded 
role for nurses might be the prohibition in the medical 
registratioiv laws against the performance of a medical 
act by a person who is not a medical practitioner. C"^^) 
As a matter of actual practice,, this prohibition does not 
constitute an impediment id expanded functions of 
nurses, ivho are authorized to act under the supervision 
and instruction of doctors. Perhaps one reason that 
authorization for an expanded role for the nurse does 
not constitute a legal issue in Australia is because general 
practitioners there may be more reluctant than their 
American counterparts to delegate tasks which they 
regard as their prerogativev The barrier to the expanded 
role of the nurse in Australia, in e^htr-words, it saiid to 
be hot the nurses' registration laws but the general 
practitioners. Perhaps more important, the lower inci- 
dence* of malpractice actions in Australia than in the 
United Stat$:s, discussed later, may account for the lesser 
concern about Kop<^ of nursing practice questions. 

Although each Australian state recognizes registered 
y general nurses trained in other states, there is a problem 
relating to interstate recognition of specialist nursing 
qualifications. Each state does net necessarily recognize 
all, the specialized nursing qualifications of other states. 
To rpsolve these anomalies and to develop uniform 
regulatory policies with respect, for instance, to recogni- 
tion of overseas nurses, a conference of state registration 
authorities in nursing is held each year. A view held by 
some nursipg leaders is that the solution to interstate 
differences in regulation of nurses lies in national 
standards agreed taby the states and in establishment of 
a federal registering body.' 

Other Registration Acts 

Novel provisions ^n a few otlicr registration laws may 
be mentioned. In dentistry, the Tasmanian statute 
authorizes; a dental mechanic to deal directly with the 
public, to take Oral impressions, and to supply and fit 
artificial dentures except where there is unhealed tis- 
txxcS^^^ Dentists in Tasmania approve of this role for 
dental mechanics aiid state that dentures made in this 
fashion are satisfactory. Victoria has recently enacted a 
statute authorizing dental techniciaits to deal directly 
with the public, but only for full dentuxfes. Authoriza- 
tion for the functioning of school^dental therapists has 
been effected in several states by simple Amendments tb 
the dental registration laws. In South Australia, for 
example, these amendments authorize properly qualified 
school dental therapists ^to practise dentistry on school 
children, require the dental aboard to keep a register of 
dental auxiliaries, and authorize the Governor to issue 
regulations prescribing the course of study and regulate* 
ing the functions of dental therapists. In New South 
Wales, the amendment authorizes 

the doing or performing by nurses With prescribed . 
training and attached to. the Division of Dental 
Servicel of the Department of Public^ Health of 



68 



• such part of the practice of dentistry u may be " 
prescribed, whilst carrying out under such condi- 
tions as may be prescribed in respect of any such 
part of the practice of dentistry, dental treatment 
provided by such Division to school .child* 

. In pharmacy, the registration laws all require at least 
12 months of experience under supcrviiuon following the 
required academic study .(25) A' new Pharmacists' Act in 
Victoria may contain a requirement on continuing 
education, as has been enacted in a number of American 
states. 



The multiplicity of different state requirements in the 
statutory systems for regulating health personnel in 
Australia brings into question the soundness of continu- 
ing varying state standards in the governance of practice. 
Taking into account that some .states may be in a 
position to ircquire higher standards than others, one is 
fprced to ask whether, on a cost-benefit basis, this 
advantage of quality protection is not offset by the 
chaotic or, at least, complex administrative problems 
created by such diversity. Perhaps the irrationality of 
diverse requirements is more striking when there are six 
states than when there are 50. 

It has been suggested that the "critical power" in 
Australia driving toward improved preparation of health 
personnel and toward innovatioi^ in functions is not to 
be found in the statutory system of registration at all, 
but rather in the ^ educational institutions and the 
employers. Let us turn, then^ , to state .regulation of 
hospitals, the largest employers of health personnel, and 
later .to consideration of the role of hospitals in 
controlling personnel directly. 

Other State Regulatory Authority 

The principal regulatory authority over hospitals is 
exercised by the states, but, first, mention mtut be made 
of . the federal role in this regard* The Australian 
government, through various agencies, regulates dircqtly 
three categories of hospitals those located in the 
Australian Capital Territory and the Northern Territory, 
the hospiUls of the Repatriation Department for eXi* 
servicemen and women and theif dependents, and 
hospitals opeAted by the armed services. iFedcral finance 
ing and responsibility involve indirect and direct regulat- 
ion of the personnel employed in these hospitals, ranging 
from control by a projected Health Commission in the 

' Australian Capital Territory to requiring that all hospital 
personnel be federal civil servanU, as in the Repatriation 
Hospitals.(26) In addition, the federal government cxer- 

, cmt indirect control over other public and private 
hospitals through its approval of Institutions for the 
payment of benefits under the National Health Benefits 

•Act» This surveillance may include requirements con- 
cerning personnel. 

Each state regulates the health facilities within its 
borders and through this power affects the manpower in 
hospitaU.i^"^) The state hospital statutes and the agen- ^ 
eics they create vary^among the states, but the general 
pattern is ta licente private hospitals and to regulate 



public hospitals through the Hnancing system and the 
conditions attached to funding. ^ 

Licehsing^^f private hospit^s, as in New South Wales, 
allows the state health agency to maintain some control 
over staffing and other matters affecting patient care, 
although the principal contrbliis over physical conditiom 
and safety* In Queensland, private hospitals and con- 
valescent homes must be registered, and the Minister for 
Health may inspect and impose conditions on continued 
operation. In South Australia, local boards of health are 
responsible for the licensing of private hospitals and 
nursing homes. The effect of the licensing of private 
hospitals on the numbers and kinds of personnel 
* employed should hot \be exaggerated, however, for the 
principal control of private facilities is through the* 
federal government's approval for payment of health 
insurance benefits. 

In public hospitals, the power of the purse operates 
to exert controls over institutional manpower. Iii New 
South Wales/ for example, under the Public Hospitals 
Act, the Health Commission detemin^s which hospitals 
are to Be subsidized, the amount of the subsidy, and the 
conditions to Be attached to the operation of each 
institution.(29) jhe pattern is similar in other states. So ♦ 
that hospitals generally employ their own staffs, subject 
to approval of the budgeted positions by ^e state health 
agency. (In Queensland, however, the Director-General 
of Health and Medical Services exercises central author- 
ity over appointment of jUl important professional and 
managerial pe1rsont|)tI in t|ie hospiUl and health services 
system.(29) Such^^sltate authority over budgeted posi- 
tions or the "establishment/' as it is called, for different 
categories of personnel miy be exercised under a state's 
hospital, menUl health, or public welfare legislation. 

A fairly recent fornj of state regulatory authority 
over personnel is that brou^t 'about by region alization 
of h||lth services. In New South Wales, regionalization is 
currently more developed than in the qther states, where 
it is also occurring to different degrees, and therefore the 
impact of regionalization on personnef^is^more visible 
there. The^ New South Wales .Healdi Commission, it will 
he recaUe<l, represents the amalgamation of hospitals, 
public hes^th services, and 'mental health services. This 
unification and tiie decentralization of functions to 
geographic regions has altered the manpower picture 
radically. Personnel whcrinithe past worked separately in 
the sector of hospitals or of mental health now must 
work together* New, responsibilities for administration, 
and management are thrust on'the regions (see Chapter 
One). This unification of formerly separate services, with 
delegation of authority to the regions, stimulates new 
skills, new terminology, and new ways of working 
together.: SUte regulatory authority to regionalize health 
services hu mandated implementation of the team 
apprd^ch* I 

Effects of Health Iniunince System 

Federal regulation of hospitals for payment of health 
insurance benefits, as mentioned earlier, constitutes an 
indirect form of regulation of manpower. The health 
insurance system Mo exerts more direct effects on 
reimbursement, functions, and performance of person- 
nel. ' , 
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0 Perhapi the moit imporUnt effect of the Auitralian 
health insurance lystem on manpower i$ that it sett 
levels of reimbursement for medical practitioners. The 
schedule of "most common fees" and its operation have 
been described in Chapter One. Although the doctor is 
permitted to charge more than the most common fee^ 
'the requirement that he tell the patient what that fee is 
for the procedure, and the limita^jon of thd patient's 
co-payment to |5 if the most, common fee ii-^harge^, 
are intended ^to promote . observance of the most 
common fee. It should be noted here that the Atiitralian 
system does not provide fbr reimbursement o/vallied* 
health personnel on a fee^for-service basis. For the 
services of laboratory or x-ray personnel, insurance 
payments are made only to the employing doctor or 
hospital. Personnel in the rehabilitation therapies are . ' 
paid ar part of the hospital or health center budget. If 
their services are provided in ather ways, the patient . 
I>ays privately, btit can die duct the total payment from f 
his income tax. 

Reimbursement of specialists, through their identifi* - 
cation as such, is also regulated by the health insurance 
system* Moreover, the allowance of a higher specialist 
fee if the patient is referred by a general practitioner < 
than if he comes to the specialist directly tends to 
promote this judicious use of highly trained manpower. 

In order to determine who is a specialist entitled to 
be paid a specialist's fee under the National Health . 
Benefits Act, the National Specialist Qualification Advi« 
sory Committee draws up lists of the medical specialties 
and approved postgraduate qualificationS.t^^) The hold- 
ers of ttiese qualifications are then entitled to recogni- 
tion as specialists under the health insurance system » In 
states where a specialists' register exists, such registration 
is required for national recognition! mentioned earlier. 
A Specialist Recognition Advisory Committee in each 
state determines specialist status for each applicant, and 
a/national Specialist Recognition Appeal Committee was 
established to handle appeals from these determinations. 
There were abouf 300 appeals from practitioners who 
were denied specialist status when the Appeal Commit- 
tee was first established. This system of recognizing 
specialists was necessitated by the lack of Rationally 
Hmiform registration of specialists and by the lack of 
uniformity in recognition of Australian and overseas 
specialist qualifications. 

The lists of recommended ^ medical specialties and 
postgraduate qualifications, which are revised annually, 
serve as a form of surveillance of competence In order 
to be paid as a specialist, the practitioner must meet the 
standards set by the National Specialist Qualification 
Advisory Committee. 'These standards, it has been 
suggestfd, may well be the precursor of requirements 
tliaf for reimbursement under the National Ilealtli 
Benefits Act specialist pfocedures must be performed 
only by properly qualified specialists. In that event, all 
surgery^ for example* would have to be done only by 
qualified surgeons^ not by general practitioners, who 
currently do about 20 percent of the surgery in the large 
cities and about 50 percent of the surgery in the rural 
areas. 

The Pharmaceutical Benefits Scheme also regulates 
health personnel by specifying tlie drugs thjit can be 
prescribed for which reimbursement will be made. The 
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formulary contains a wIdManfe of medicatioiis, but not 
all are allowed. Thus, doctors and pharmacists m:e 
regulated in their functions by the^ Pharmaceutical 
Benefits Scheme. 

Another mechanism regulating health manpower is 
Australia's system of financing hospitals. With reference 
to operating costs, each hospital is reqtured to submit a 
budget which must be approved by the appropriate state 
agency. A recent report on Australian ho^spitals states*. ' 

' In n^ost States the staff establishment of each 
hospital requires 'approval by the Statutory ' 
authority. Since wages and salaries make up 
approximately 70 percent of operating 
costs..., this approval implies a potentially ' 
important measure of detailed control by the 
State authority over tiie* hospitals' expendi* 
ture. In practice, it appe^s that there are 
problems in trying to apply this Control very* 
rigjprously.f^^/ 

Regardless of the rigor of this control in practice, the 
system of public hospital deficit financing, through 
which state governments subsidize 55 percent of gross 
operating costs of hospitals, constitutes* basic regulation 
of the numbers and levels of personnel employed by the^ 
public hospitals. 

Moreover, the division of hospital room charges into 
three categories private. Intermediate, and public 
affects the reimbursement of medical practitioners. The 
care of public patients who meet the means test (except 
in Queensland, where all beds are accessible as public 
beds) is fully reimlbursed by the system of hospital 
financing, but private and intcrmediaCe patients are 
billed separately for doctor services on a fee-for-service 
basis. 

The care provide'd under the Pensioner Medical 
Service and for "Special Account" cases in the voluntary 
insurance funds is monitored by the Australian govern* 
ment. The Pensioner Medical Service, which provides 
general practitioner care to pensioners, other handicap* 
ped persons, and their dependents (1,155,000 in June 
conducts some review of services and num- 
bers of patients treated by general practitioners regis- 
tered with the Service. Data on payments made to 
doctors under the Pensioner Medical Service are pub- 
lished. The contribution of the Australian government to 
payments for "Special Account" cases by tHe voluntary 
funds, which involve medical and hospital care for 
P|^e*cxistcnt conditions or chronic cases, is associated 
with rigorous review. Every payment for tlicse cases is 
audited by tlic national government in an efficient 
demonstration of accountability. 

By contrast with this governmental surveillance, 
quality controls under the principal operations of tlie 
volunt^ health insurance system arc weak. By their 
own admission, the voluntary health insUrancdrfunds 
conduct no monitoring of^mcdical care, except when 
there is a patent error. The funds simply reimburse 
doctors and hospitals (or indemnify patients) on a 
fec-for-servicc basis. Even when they note an unusually 
liigh number of singlc«day admissions (because out- 
patient care ilF not paid for under the health insurance 
system), they arc unable to substitute ambulatory 




service for inpatient stay* to provide diagnostic work- 
ups. As indemnity insurance mechniims, in the main, the 
funds exercise very little infliMrnce on health personnel 
or the patterns of practice! One leading representative of 
k large fund expressed regret at the failure of voluntary 
insurance in the past to address the inequities, and 
weaknesses in the system, so ai to avert' the enactment 
of universal national health insurance in Australia. 

Other Governmental Mechanisms 

In addition to the regulation of health manpower 
providc4 by the health service system^ other govern- 
mental mechanisms influence the functioning and qual* 
ity of health personnel. These include the operation of 
public service commissions, the system of industrial 

* awards, and the effect of judicial actions. 

Sute Public Service Commissions 

Established at the beginning of the century to guarti 
against ministerial patronage in public ■ employment, 
state public service commissions provide over-all surveil- 
lance of job : chssifications and rates of pay within the 
public service. The commissions must ajH)rove individual 
appointments and promotions and hiSfdle disciplinary 
matters. They also approve establishment of new types 
of positions and determine appropriate salary levels for 
/ these. Since public hospitals are under the administrative 
direction of state health agencies, the staffs of hospitals 
are also subject to the jurisdiction of public service 
commissions. 

In the past, public service comniissions functioned as 
autonomous state agencies, with .considerable power 
over personnel in the health services. Funding for health 
services came from" the state treasury, and from the 
federal government in thetorm of equalization grants, so 
that, the states were free to make expenditures as they 
saw fit. Today, with strong initiative for 'developing 
health services in the Australian federal government, 

• granU are made for specific purposes, such as com- 
munity health centers, and state public service commis- 
sions must adjust to the demands for n«w kinds of 
personnel to staff these new services. For example, the 
New South Wales Public Service Board was requested to 
approve two classifications of counselor - graduate and 
non-graduate to work in community health services, 
and also the category of community health nurse, with 

, appropriate rates of pay for each. New procedures for 
handling personnel matters have lud to be developed, 
with interfaces between tlic state and regional health 
agencies' and tlic public service commissions. The neces- 
sity to obtain coneurrenec^)f the public service commiS' 
sion serves as an additional regulatory mechanism - 
sometimes .a delaying or even ^obstructive one - over 
appointment of new kinds of personnel. 

Industrial Awar4« 

In Austradia, almost every kind of worker is repre- 
sented by a union, and disputes concerning wages and 
working conditions are settled by "awards" of state 
labor or state wages boards for a particular industry. 

Some hcaltli professional associations arc registered as^^ 
••trade unions" with the State Industrial Commission or 



the Federal Industrial Court. Thus, the Royal Australian 
Nursing Federation in some "states and the Social 
Workers Association of New South Wales are both 
registered as unions and perform an industrial function. 
On the one hand, such registration enables a profcsiional 
association to fake action ^o improve salaries and 

• working conditions. On the other hand, since many 
nurses and socijU workers are employed in public service, . 
there have been conflicts with^ other unions representing 
public service employees. • 

In nursing, there arc multiple professional and induS- ; 
trial organizations which hopefully will one day be 
rationalized through' amalgamations of various 
groups.(^5) The Royal Australian Nursing Federation 
(RANF) i* the principal professional Organization and is 
recognized by the International Council of Nurses. The 
RANF is also the industrial organization for nurses in 
South Australia and Queensland* In Victoria and New/* 
Soutli Wales, however, the RANF Krves only as the 
professional, organization; in Victoria the industrial % 
function is performed by the Royal Victorian College of 
Nursing and in New South Wales by the N.S*W*^^ses' 

' Association. Additionally, there arc the Matron's Insti- 
tute of New South Wales and the Australian Capital 
Territory, as well as organizations for other special 
groups. ;, . ' ^ \ 

Division of nurses into numerous, disparate organizsi-| 
tions was a factor in keeping nurses' salaries low for 
many years. In recent years, those professional aisocia- 

' tions that are registered as trade unions have become 

• stronger, have won the right to bargain collectively for 
nurses, and are amalgamating. There is now a legal action 
pending in New 'South Wales to amalgamate the RANF 
and tlie Nurses' Association of that state. With increased 
activity and unity, steady, progress has been made in 
raising the sallies of nurses. Industrial awards for higher 

^ wages have contributed to improved sUffing o£ hos- 
pitals, although there is still a Krious shortage of active 
nurses. The three principal hospitals in Brisbane 
(Queensland), for example, are 252 nurses short of their ^ 
budgeted establishments* One interesting feature of the 
collective bargaining process is that in several states the, 
industrial union of nurses has an official representative 
on the nursing registration board. 

Judicial Actions 

Suiu for malpractice are infrequent in Australia, and 
premiums for malpractice insurance are very low by 
American standards. In New South Wales, malpractice 
insurance prmiums arc about Austr, $75 per year, in 
Queensland about Auslr. $50 for full coverage of a 
surgeon, and in Tasmania about Austr, $40. 

Numerous reasons" are advanced for the low incidesTcc 
" of malpractice litigation, which constitutes^ in t sense, & 
form of regulation of medical and sornetimes other 
practitioners. One explanation given is that it is not part 
of the Austfalijm" culture to question what the doctor 
does, although this attitude may change with the growth 
of a consumer movement. Another is that until recently 
hospitals were nrotected by the rule of chariublc 
immunity and,Js?ncc medicadL staffs of hospitals were 
usually honorary, the doctors were regarded as providing 
ciiaritablc" care. There have been very few law suits in 
Queensland, understandably, where hospital care has 
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" long beein a firee lervice. Buteyen wherelt is n0t free, 
there have been few itiits. 
. most cogent explanation of this difference 

4 between Australia and tb^ United States, however* was 
^ provided by a distinguished educator and member of the 
^Tijgal profession, who suggested -Jliat there arc fewer 
malpractice actions * in Aus^alia. than in the United 
. States probably because •*contihgeicy fees" are illegal in 
Australia smd are, in fact, a ground for disbarment. Thus» 
there is not the same incentive for ^ lawyer to take ^ 
malpractice case as in the Uhiteji^States, whete contin- 
gency fees are customary. In Australia, if a malpractice 
action i» Won> the lawyer receives a fee and his costs, but 
. . no t a percentage of the damages awarded. 



" Voluntary Controls 

■ • ■ ' ■ >' 

Voluntary organizations participate in the regulation 
ot'^^Mipower in Australia, as in the. United ,Staft8. 
ProfeMoj^slf jifiociati set stknd- 

zrds koji: specialty training, and app^rove training posts. 
Hospit^s and other employers impose internal controls 
affect the quality of perspnnel and performance, 
ete voluntary controls aire» hWever, less structured- 
^and fohnalized than are analogous mechanisms in the 
^ll^ited States, Perhaps the sihaller population of-Aus- 
^llwa^ mth people in health circles in the large cities 
knowiz^ig each, other, permits more in^rmality in apDii- 
cation of. professiolnal standard|k^erhaps the raeat 
strength of the go^^emmentJnr^e educational sysiem 
; o permits looier controls in other sectors. H 

: ■ ' ■ I , r :j- 

Credentialiiig by Prof esfional Associations / 

Membership in professional associations i/^ ^'form of 
credehtialing personnel, similar to^certification 'by a 
professional group in the United^ States, because the 
criteria for membership^ include completion of certsdn 
' educational pre-requisites. Membership in a professional 
association may be recognized in three ways. Fiifst,Yt 
'^mfy be, required or sufficient for registration* Mr 
exa^pk, the. Victorian registration board for i^ychdlo-f 
; gists accepts the staiidaris let for membersjijp in^^i^ 
Australian Psychological Society as sufficient forrejgis- 
ti^tioii. in effect, membership in the Society is a 
condition of practice? Another example xs,^^ l;egis trac- 
tion of radiographers in Tasmania, which ench^^ the 
/cert)H2:atics of competence issuedf^by the Conjoint jBdard 
of t^e «Royal Australasian Conege of Radiologists and , 
the* Au|tJH^Miax|^nstitu^ of Radiography. Thus, th^ 
vi^asmaiiflm regis^ithnru, in effect, governmental ap- 
proyal pf a Voluntary certification* It may be noted here 
^ ;that volunt5U*y or permissive registration's in effect the 
equivaleiit df certification because registi:atiQn is not 
required f o| {>ractice but t>nly for use of the^tle. 
\ / Second^ membership in. a, professional aissociation 
rai^y be Inquired or recognized for emp}oymen)l;. For 
'\ example^ speech, therapists are iriot registered m any 
' State, but employers often regard eligibility for member- 
^ship pt the Australian Asso'ciatij^ of Occupational . 
. l^erapy as desirable^ k . " . , ^ 

Y Third, membership xnXy be Recognized indjustrlsUly. 
* . iSor example^ an /industrial ^ward may prequire^ that a' 
* ^ldiographe^ hold the certi^ate of the^Conjoint Boards 



mentioned above, or that a sociaTworker be eligible for 
membership in the Aiii^ian Association of Social 
Workers in order to receiye^e salary }evel approved by 
the award. ^ , 

'■ * . ■ ■ "' .■'■'/• 

Approval of Specijdist^ratnihg Posts ^ 

• Thd^ rdle oi^ the professional Colleges in setting 
standards^for postgraduate medical training and in giving/ 
examiiiations for specialty qualifications was discussied; 
in the previous chapter. Such participation in thp 
education of specialists constitutes an important fbrm of 
regulation of personnel by^ voluntary profe^ional associ^ 
adons. 

^The professional Colleges also accredit posts /for 
postgraduate^ medical training, with admittedly great 
fa^latton in the requireraents for different specialties. In 
Victoria, as discussed earlier, approval of interhihip 
^posts is a governmental function of the medical registra- 
tion board, but representatives of the professional 
Colleges • serve on t||bre accreditation cbmmktee of the 
boards In all six states, however^ the professiona^^olleges 
accredit the post-internship residency or registrar iposi* 
tibns. » . . ' . 

As y|5t, there has been ho attempt in Aliistralia to 
regulate^ the numbers' of doctors entering |he various 
medical specialties. ^But in New .Soi^th \l^ales some., 
regulation of * the number of residency^ training pbstf 
available for each specialty is envisaged. A jbint commit- 
tee, composed of Representatives^ ofOthe New South 
Wales Health Commission, the teaching^ Wspitals, the 
in:ofessioni|l Colleges, and the Australi«i|rMedical Associ- 
ation, has been established to consider the number of 
traiJi^lig posts that should be available for.,^ach specialty. 
Since the Health Commission controls the funding of 
hospitals, it is in ^ a^ strong position to. influence the 
tnumng of the types of specialisti hee^edv ' 

Continuing: Compe'tence * 

Much of the continuing' educationf f or doctors and 
^lied health personnel is^ conductjccf by professional 
associations, as discussed earlier. I)K addition, some 
professional Colleges are encouraging or requiring up* 
''dated qualifications. The^ Rqyal ;|iollege or General 
Practitioners, as mentionedi,* is plomotuig use ♦of a 
self-examination. T%ie Royal Colleg^f of Obstetricians and 
Gynecolo^sts now requires re-c|rtification every ten 
^years for all holders of new di^lo|tas; The Royal College 
of Physicians is considering initi^tuting a similar require-* 
mcnt/ ♦ * S ^ 

Internal Controls in Hospitals I; \ * 

Hospitals^ as th^ largest eniployers of health'pcrson- 
nel, have an enormouis imp^t on the education, func- 
tions,, and jperformance 'of ipieir employees. For njiost 
allied health workers, the crucial relationships are 
betwe'en the training schools and the employing/ agen- 
cies/ rather than the registration bodiei. The period of 
prac^cal / training in a |^ospital recfUired ""for many 
categories of Jhealth work<fr reinforces^thii influence. The 
scope of functions M al^ed health work^s, once they 
arc employed in the n^jpital, is eovemed largely by the 
institution itself, becau|l it is asnimed that if th^ worker : 
is properly tramed an(|fared»>^aled then His dudes may 
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be determined by the institution within appropriate 
limits. 

For doctors, the hospital determines its medical staff 
organization, which may vary from a loosely structured 
pattern to a highly structured medical staff system. 
Public hospitals/ as noted earlier, tend to be far more 
disciplined than private. The number of full-time, 
salaried staff is increasing. In 1972, a total of 4,800 
doctors were employed Ijy hospitals full-time, of whom 
percent were interns, 49 percent were residents or 
registrars, 7 percent were administrators, and 10 percent 
were full-time specialists.(^) The termination of the 
honorary system and the payment of visiting medical 
staff members on a sessional basis represent anqtiier 
change in othe sUtus of the doctor in the hpspital. As 
more kinds and numbers of allied health ^ersohhel are 
trained, hospitals are also experiencing a growth in the 
overall team 'provision of care. In all these faceU of 
staffing^ the hospital governance is dominant. < » 

The hospital also may exercise regulation of iU 
medical sUff through tissue committees, medical audits, 
and other forms of peer review. These mechanisms exist 
in Australian public hospitals (rarely in private ones), 
but they are, much less common than in American 
hospitals. One medical administrator of a hospital stated 
that peer review has iv>t developed because the doctor 
has virtually unbridled control of the doctor-patient 
relationship. It is possible that peer review in hospitals is 
less well developed than in the^United States ^because 
general practitioners have been largely excluded from 
Australian hospitals. The medical staff is made up almost 
entirely of qualified' specialists, and there are two 
fundamental mechanisms for controlling the quality of 
specialists. One is the national- specialist register for 
reimbursement under the health insurance program, 
discussed, earlier. The other is the power of the hospital 
" to make the initial appointment to the medical stafi'and 
then its power to re-appoint every three years. This 
system of periodic re-appointment is a safeguard bf 
quality because, if a doctor is not measuring up, he is not 
^ re-appointed, the problem is that no standard has been 
developed for detcmiining the quality of medical care. 

^Another mechanism by which hospitals may regulate 
personnel .is through graded privileges. In Australia, the 
rtielin^eation df cSlical privileges in hospitsQs is prompted 
4 by the need to determine what general practitioners may 
do in hospitals, especially in rural arear,,5vKerc specialists 
are lacking. In New South Wales, graded privUeges exiit 
in only two hospitals. The Health Commission is 
currently frarifing regulations -to introduce graded privi- 
/ leges in all hospitals. * 

Accrediution of Hospitals ^ ^ ^ 

At prcsenj, Australia has no system of voluntary 
accreditation oTinstitutiops analogous to that performed 
by the Joint Commission on 'Accrediution of Hospitals 
in die United States.- In fact, die word, "accrediution," 
is used in Australia only to signify approval.qf internship 
. or other tr^iivng posts. 
- , A i)rogram'of hospital accreditation is, however, in 
the planning sUge. A joint Ai^tralian Medical Associa- 
' tion - Australia^n Hospftiil Association Committee on 
Hospital' Accrediution changed its. name in 1972 to 



^'Australian Hospital Standards Committee," The new 
name i$\de*igned to reflect an even broader role th«n 
accrediution of hospitals in thr American or Camadian 
sense. The intention i« to develpp a set of pnnciples 
governing the quality^ Of patient care. In March 1974, the 
Committee endorsed a plan for expanding i|s role and 
set fordi four objectives:^ (1) to develop and pubhsh ^ 
standards for AustraUan hosjpitals;,(2) to introduce and 
maintam a program of hospital accrediution; (3) to 
liaise with government in regard to the needs of the 
hospital system, >hd^X4) to investigate new ways of 
assessing patient care. > ' 

< Consumerism ^ . 

Still another voluntary mechanism regulating health 
personnel, i|]i a sense, is the voice of the consumer. This 
voice has become increasingly audible in Australia 
recently as debate on the issue of universal health 
insurance has occuqced throughout the country. In May 
1973, a new organization, the Medical Consumers 
Association of Australia, was founded to enable the 
consumer to intervene in the debate on national health 
insurance /which had become a dialogue niainly between 
the government and the doctor*. Undertaking an infor- 
mational and e4ucational role, thb new organization, 
while still small, found ready interest and response 
amohg individual consumers and among unions. The 
organization js curre^ly turning to wider issues — to 
such queitions as the quality of care provided in hospital . 
dutp^'dcnt departments; the contribution of employes 
to health insurance premiums, not heretofore custoifl^attV?:- 
in^ustrali^ for fear of jeopardizing the minimum^age; 
and to meaningful participation of consumers- in the 
management of any nationd heklth insurance system. ^ 



TJic Australian pattern for regulating health person- 
nel, like the American, consists of many parts. One can 
learn from what the system does and what it does not 
""do. A salient feature, is the power of the states and the 
diverse requirements of tljeir registration laws'. In re- 
sponse to this feature b die current drive for national 
standards for personnel, particularly for overseas grad- 
liates. Also very prominent in Australia, as in the United 
SUtes, is the strong role of the professional Colleges in 
lEcguIatmg specialist qualifications. The voluntary health 
insurance system, however, has had only limited in- 
fluence. It has not bcen^used significantly to achieve 

. mofe efficient and effective use of health manpower for 
improved health services. The major initiative in this 
direction ha* been exercised by die Australi;Ui fe5ieral 
government in its policies and programs and by sUte 

v^gencies in their governance of hospitals, but the 
capacity of the insurance- mechanism to improye the 

" health service system has not yet been tested in 
Australia, l^uially, a basic safeguard of die quality of 
personnel is die federally funded and govemmentally 
accredited system of' education for health mappowcr. 
The public accountability of the educational system, 
which is particularly 4iig^ in AustraTia, constitutes a 
fundamental protection of the quality of health P"spn^ 
nel and therefore ultimately of the quality of he? 

' serviceH they provide. ^^^^^ 
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Salient highlights and trends 



In this final chapter wc shall try^ to distill out from 
the Australian experience the main lessons of value for 
the United States reading health manpower policies 
and practices. In so oping, of course, the emphasis will 
. inevitably, reflect our own judgments, as formulated 
from observations in I973-I974 and information gath- 
ered from literature on earlier periods. We make no 
attempt to criticize Australian policies nor to draw 
attention to health manpower features which may 
appear to us . as weaknesses, relative to American 
realities. Our posture is deliberately to emphasize those 
aspects of the Australian health scene which seem to us 
valuable for study by the United States, m the effort to 
solve its own health manppv^er problems. 

With this viewpoint^e shall summarize first the new 
universal health insurance law enacted in 1974 in 
response to problems Of Australia's pas\. Secondly, we 
shall attempt to review the efforts, in tandem with 
health care financing, to change and improve the health 
care delivery system. Thirdly will come review of^ 
policies and actions in the output and education of all 
types of health manpower. Fourthly, wc shall attempt to 
identify^Jhe principal cfianges being promoted in the 
definitions and functions of various kinds of health 
mait{)Ower. Finally, we will examine the main policies of 
regulation, not solely in a legalistic sense, but as methods 
to p/omote the quality of health services and equity" in 
their distribution to the population. 

The New Universal Health Insurance Law 

l>attems of financing and organization of health 
services are inevitably influenced by the character of 
political power. After 22 years of national control by 
the Liberal Party (1950-72), the main features of the 
Australian health service system seen today naturally 
reflect strongly those two decades of influcn9e. By the 
same tbken, the election of a Labor Govcminent in 
December 1972 is largely responsible for the gilpat 
ferm^ts currently observable and for the changes in 
direction of the health care system generally, and 
manpower sjiecifically, 'that mark the contemporary 
scene. . 

As discussed in Chapter One, the escalating problems 
of the Subsidized Health Benefits Scheme, started in the 
195 O's and built upon some 90 voluntary insurance 
* organizations, heavily subsidized by both st^te and 
federal governments, led in August 1974 to cnactmicnt 
of a new Health Insurance Act of 1973 (while finally 



legislated in 1974, the Act had been introduced in 1973, 
which accounts for its title). In Noveirjber 1973, the 
federal government had issued a "white paper" outlining 
the main provisions of the hew bill it intended to present 
to the Parliament.(^) In the British' tradition, this 
doctoent allowed for wide pu\?\ic ^iiscussion by all 
groups affected for seveml months before the final vote* 
Despite the vituperative attacks on the proposed new 
law by the Australian Medical Association and the ' 
voluntary insurance funds, an objective review of its 
provisions shows it to be essentially sUi. extension, 
relatively modest, of the previous law, correction of its 
more obvious deficiencies, and a law which, in itself, 
does little to change the fundamentally private open- 
market character of the Australian health care delivery 
system. 

Main Features of the New Law 

The principal change from the past is that the n«w 
Health Insurance Act will cover all Australians, with 
equal benefits, rather than just those who enroll in a 
voluntary insurance fund.t^) Benefits for pensioners and 
their dependents, unlike the past, will be the same as for 
everyone else (although they will not have to pay for 
them). The same equality of coverage and benefits 
extends to workers' compensation (industrial injury) 
cases and to persons injured in road accidents. 

The benefits, however, do not constitute 100 percent 
assumption of all medical and hospital bJUs. Like the 
previous program", the new one still requires cost-sharing 
by the patient^ although with greater constraints. For* 
doctor's care, the patient is reimbursed (or the doctor is 
paid' directly, if he wishes to submit his bill to the 
^government) 85 percent of a scheduled fee; the patient 
pays the remaining 15 percent up to a maximurti of $5, 
so long as the doctor observes the schedule of fees which 
is written into the law. (The law seems not to be clear on 
the freedom of the doctor to exceed the scheduled fees, 
which cauld then mean an obligation of more than $5 to 
the patient.) While not in the law itself, the govern- 
ment's white paper speaks of publicizuig the names of 
.docfois who "regularly charge more than scheduled 
fees/' 

Hospital benefits involve a greater move toward 
equity than medical benefits. The new law makes all 
persons (regardless of income) eligible foTr "standard 
ward** care without a means test and without any 
r- cost-sharing. In-patient and doctor's services are similarly 
available to all jpersons without^harge, if they use the 
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public or aitandard wards^ aui are hospital out-patient 
department services. If the patient chooses a private bed 
in a public hospital, he will be charged a supplemental 
jperionai fee, which is, however, fixed by law. If he 
chooses to use a private hostSital, the federal program 
will pay a benefit of $16 per day (in contrast to |2 in 
the past), with the patient paying the balance. For 
certain charitable private ^hospitals, however, the govern- 
ment may contract to pay the full charges for "eligible 
persons" (presumably of low income) occupying a 
certain number of beds. The implementation of these 
hospital bcneOts will undoubtedly require public hos- 
pitsJs to enpige more doctors on a salary basis, either 
full-time or through part-time ''sessional'^ fees. 

Another major change of the new insurance law is its 
method of financing, designed to achieve greater equity 
among different income groups. Instead of the flat 
insurance pr^miujms of the voluntary funds, the monies 
arc to be raised from general ("consolidated'') revenues. 
A proposed 1.35 percent levy on all individual taxpay- 
ers' incomes^ subject to a $150 ceiling, and with 
exemptions "for low -income taxpayers (including pen- 
sioners and others) was defeated in the national Senate. 
It is perhaps ironic that this defeat of a traditional social 
ixuurance tax by conservative forces results in a more 
"radical'.' policy of support of the health services from 
consolidated revenues (derived from more progressive 
taxation). In addition, the major state government 
. subsidies of the operating costs of public general 
hospitals (about 50 percent) will be matched by equiva- 
lent federal subsidies, drawn from consolidated revenues. 

Thirdly, it is expected that the administration of the 
new law will be done with greater efficiency and 
economy, because of the very much simplified money- 
collection process and the basic economies of a Isurger 
scale operation. At the same time, the government 
intends to invite the existing voluntary insurance funds 
to contract with it to act as agents for the payment of 
doctor bills (not hospital charges) during the first' three 
years of the program. (One might speculate that this 
arrangement would be extended, if it works Out well.) In 
addition, the voluntary funds would continue to have a 
role to play,, in selling supplemental private insurance to 
cover tne costs of extra charges for private hospital 
rooms and even for the cost-sharing co-payments re- 
quired for doctor's services. 

Foiirthly, the new law, through its centralized pool- 
ing of monies, will pjrovide the government with greater 
leverage to influence the rationaL^d more equitable 
development of the whole health are system. The 
prob^ible engagement of more salaried .doctors, to 
provide in-hospital benefits, has been mentioned. One ^ 
must be cautious about predictions in this sphere, but ft/' 
would seem likely that a central government aiming to 
correct maldistribution of health resources, such as 
manpower, for example, could allocate monies in a way 
to encourage their redistri!>ution. Channelizing relatively 
more funds to rural regions could make them more 
attractive to doctors, or alterations of fee schedules 
could modify the economic.attractions of family medi- 
cine in relation to various specialties. Similar allocation 
strategies could affect the' distribution of hospital beds 
and equipment to render them in closer proportions to 
population needs. 



Effects bf Health Insurance Legislation 

There can be little doubt that the earlier National 
Health Act of 1953 had substantial effects on Australia's 
health care system. The relatively aidant supply of 
hospital beds in the nation as a whole was surely made 
'possible by the combination of governmental (state and 
federal) and insurance funding to support their opera- 
tion. M&ny Australian observers believe that the higher- 
insured fees paid to specialists accelerated the growth of 
medical and surgical specialization, vis a vis general 
practice, in the past 20 years. The over-all utilization of 
medical care by the population was undoubtedly en- 
hanced by the insurance legislation in Australia, as in all 
other countries with s^ch programs. 

On the negative side, the weak development of the 
allied health professions, particularly optometry and 
podiatry, can surely be attributed in part to the 
non-coverage of these services by the old law, a feature 
to be changed in the new law. Also, it may not be amiss 
to speculate that the fee-fOr-service pattern of medical 
remuneration has been kept virile in Australia by the 
patterns of operation of the voluntary funds. The new 
law, as noted earlier, by its guarantee to all persons of 
hospital standard ward care, without a means test, will 
probably induce hospitab to pay doctors for in-patient 
care more frequently by salary. 

Finally, it should be noted ^that the new health 
insurance law is to be administered by a new Ministry of 
Social Security, rather than by the Ministry of Health as 
in the past. Direct management of the scheme will come 
under a Health Insurance Commission of seven members, 
appointed by the Governor-General (essentially thtf^ 
cabinet of the ruling party). One may wonder why this 
authority should have been taken from the Ministry of 
Health, where.it was previously lodged and where it 
remains, for Example, in Australia's British Common- 
* wealth neighbor. New Zealand. Varying opinions are 
•offered to explain this — for example, that a new 
Ministry had to be created to satisfy certain political 
needs, that a stronger hand was needed to guide this 
controversial new program than could be expected from 
the Ministry of Health, and so on. Nevertheless, coordi- 
nation between a national health insuraivce system 
covering everyone and the responsibilities of the Minis- 
try of He^th must obviously be great, and one may 
expect that the two entities will work closely together^ if 
not becoming united at some future time. 

Changing the Health Care ^ 
Delivery System 

Whatever leverage the hfew 1973'Health Insurance Act 
may exert in the future, there are several other strategies : 
being turidertaken in Australia today to^ modify the - 
health care delivery; system. Even before the new 
insurance law w^ passed, there was established within 
the Ministry of Health a semi-autonomous Hospitals arid 
Health Slices Commission, with broad authority to 
grant monies to state governments and local entities for 
establishing a wide variety of ii^no^aa|^e health pro- 
grams.O The mechanism of independent commisssions 
it a Well-recognized method to ptermit a governmental 
initiative unshackled by ingrained, bureaucratic lines. At 



the same time, through the indirect influence of the 
federal -Ministry of Health, and the promotion by the 
Labor Party of . general discusiion of the needs for 
improved health service organization, other changes 
have been taking place at the state and local levels. 

Rcgionalization of Health Services 

For several years, perhaps as part of world-wide 
trends (apparent in the United States also), coordination 
of separate governmental health authorities had been 
growing in Australia. In Chapter One, the configurations 
of agencies for public health, hospitals, and mental 
health in the six Australian states were reviewed, and the 
movement toward unification was evident. The com- 
pletely integrated Health Commission of New South 
Wales is, at this point, the fullest expression of this 
concept, and as the largest state New South Wales tends 
to be a pace-setter for the other Hve. 

The other side of the unification coin is decentraliza- 
tion of the integrated responsibilities to health regions of 
manageable populations, ranging from 200,000 to 
1,000,000 people and averaging about 500,000.^ A 
substantial boost to. this movement, which had already 
been started by the sUtes, hai been given by grants of 
the federal Hospitals and Health ^Services Commission 
(HHSC) to "regional health services planning teams," 
when such grants are matched by the state governments. 
The largest of such grants have gone to health regions in 
New South Wales, but grants with similar objectives have 
gone to "health services planning and development 
units" at the state level in Queensland, South Australia, 
and Tasmania (though requests have not yet come from 
Victoria or Western Australia). 

The regionalization movement is perceived as a step 
toward establishing viable local health authorities which, 
unlike the customary units of local jgovcmment in the 
United States or the United Kingdom, have not pre- 
viously taken shape in Australia. As they become crystal- 
lized, it ii hoped and expected that each such regional 
authority will be able to take a comprehensive view of 
the total needs for health resources and programs within 
its borders. Ultimately, it is anticipated that 50 to 60 
' health Tenons would cover the country, and each would 
be in a position to organize its own health services, 
identify its 'deficiencies, and notify the state and 
national governments of assistance needed. Such infor- 
mation would guide the central authorities^ both Minis- 
tries of Health and of Social Security, in tne allocation 
of funds which could help to meet the nee/ds and achieve 
equity. , • , / 

Community Health Programs 

The mechanisms for promoting communL^y^Jiealth 
^ centers, and thereby strengthen and alter the patterns of 
delivering priniary caJi'e, have s^so been reviewed in 
previous chapters. Part of this movement »\ the inte- 
gration of preventive and curativj service. We have noted 
how, in Australia, tl)e child health stations, usually- 
under Health Departments, have continued to operate 
extensively for preventive services, while the general 
practitioner, or occasionally the pediatrician, takes care 
of the sickxhild. In a community health center, both 



types of service would be^endered, with the Child health 
<hurse being in closer regular contact with the primary 
doctor, who^ takes . ov^all responsibility for the child's 
health. 

While the theme of the robust grant program for 
community health centers today is the strengthening of 
primary care, one may expect t^iat eventually the 
objective will broaden to include other types of ambula- 
tory service. Already one sees geriatric confers designed 
to provide medical and social rehabilitation services for 
the aged, the <:hronically ill, and persons With meiital 
and emotional problems. Other countries have developed 
"polyclinics" as places for delivery of specialty caire as 
well to the ambulatory patient. The multi-specialty 
private group practice, common in the United States, is 
rarely seen in Australia, but it may well evolve as the 
idea of health center teams becomes more widespread. 
Australian interest in the "health maintenance organiza- 
tion" concept, diffused from America, is a straw in the 
wind along thesclines.(^) 

The gradually broadening scope of the general com- 
munity health centers ana also the menta\,health centers 
will obviously promote increasing teamwork among 
health personnel. The implications for more rationalized 
use of health manpower are obvious. It is interesting to 
observe the parallel movement in the United States, but 
only for the poor, under the label of "neighborhood 
health centers," as. as the "comprehensive health 
centers," .derived by a broadening of the scope of 
traditional public health categorical clinics. With the 
expansion of this movement, we may expect to see a 
gradual modification of the fee-for-service system of 
medical remuneration toward salaried patterns, and the 
.modified incentives for preventive service and prudent 
use of hospitals associated with them.- 

Hospital Organization 

Government-sponsored general hospitals are much 
more <:ommon in Australia than in the United States. If 
a parallel may be drawn to Europe, this basic fact may 
account for the less rigorous medical control systems; in 
the sense that the very problems of America's free- 
wheeling, open-staff hospitals were the stimuli of our 
whole "standardization" and later "accreditation" move- 
ments.(^) ^ 

Yet, the very fmancial dependence of Australia's 
"public hospitals" (both governmental and voluntary) 
on state and federal governments gives these authorities 
power over hospital operations which, in the long run, is 
probably greater than the influence of hospital licensure 
laws. Indeed, the effects of Australia's hospital licensure 
laws on private institutions have yielded muth looser 
patterns of medical staff organization and overall 
hospital adi)adnistration than one seel^^in public hospitals^ 
w}iere the power of the 4>urse is operative. A> the new 
universal health insurance law channelizes still higher 
proj^ortions of hospital income through governmental 
bodies (in replacement ofWoluntary health insurance 

, funds), one may expect that this power will be used to 
achieve further rationalization of the health care system. 
Planned proportions of residency training programs»in 

^ the different medical specialties, for example, should be 
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j easier to achieve mih such public financing. Likewisie iot 

/•other aipecU of ho^^ital staffing and administration. 
The newly developing movement for voluntai^ hps- 
pital accreditation in Australia is perhaps interpreta^Ic as . 

^ a strategy to head off increased gbvemmental controls. 
It neecU^ot matter, so Iqng, the same goals of 

'upgrading quality can be achieved, but^t^js doubt^^^ if 
accreditation, by itself^ wottld promote an increased 
proportion of salaried full-time specialists in hospit^dp^ 
Yet this is ajdmittedly one objective of the nevv^j^ilth 
insurance legislation, in the interests of bcilth:t{^aiity and 
economy »^ ' 




khpowcr Output 
d Education ^ 

Lessons to be Yearned from Australia in the sphere of 
health manpower output and education are perhaps 
more visible than in otjier spheres. In virtually all health 
disciplines^^ wijtn the excepti^pti perhaps of pharmacy, 
there hav^Jb^n dcjiberate expansions of output, to cope 
with iMynimg demands for health service associated 
mened insurance coverage, greater sophistication 
^eople^ better transportation, aging of the pbpulatipn, 
advances in the capabilities of medical science, a^d so 
on. The expansion has occurred both by establis))mei)^t 
of new schools at the tertiary level of ^ucati^h^rand-^ 
increases in the enrollments of existing schools. 

Governmental Support and Expansion of l 
Tertiary Education 

While for many years nearly all education of health 
personnel in Australia has been governmental, shared 
between state and federal levels, since 1973 it has been 
almost entirely federal, where revenue resources are 
greater. The share of the national government budget 
allotted to education has increased, while that allotted 
to military purposes and certain other sectors has 
declined. Manpower is regarded as a nation'al resource, 
fd training is therefore seen as a proper federal 
responsibility « 

Australian medical school expansion illustrates the 
general course of events very well; until 1935, the whole 
nation was. served by three medical schools, all started in 
t^e late 19th century. In 1936 a fourth school was 
founded, and between 1957 and 1965 four more schbols 
were established. A ninth medical school opened in 
1974, and* two more are currently oii the way. All are 
governmental schools, where the student now pays no 
tuitiO|t; scholarships for living expenses, moreover, are 
availablte f^6m the federal Department bf Education for 
students In need. 

The generouiSi governmental ^ investment in health 
manpower education has meant not only a rapid increase 
in the numbers produced but also a substantial influence 
on the content of educational programs, While some 
might regard this as a dangerous dictatorial .pglicy, the 
^decision-making is delegated to semi;^independent na- 
^ tional commissions composed of leading scholars, and 
^has evidently yielded < a system which Is generally 
' satisfactory to all interest groups. One he^rs no criti- 



cisms by any political party, nor from academic circles, 
students, or profeuional bodies. The Australian Univer* 
sities Commiuion, Tnodelled after the British pattern, is 
universally respected, and its reports — like the one dn 
Expansion of Midical Education ^ set policies on which 
there seems to foe wide consexuus^(^) Of course, before 
issuance of such report, the Gomipission solicited the 
views of individuals and committees frpm no less than 
42 universities, professions!) associations, and other 
bodies^ 



Education of Nurses and Allied Personnel 

Comparable control bodies for vocational or technical 
education below the university level have had similar 
governmental support and Vitality. The Australian Com- 
mission on Advanced Education and the new Australian 
Commission on Technical and Further ^ucation do 
both the financing and surveillance of schools at these 
two levels. They encourage the states to develop new 
schools and courses of study, as judged to be needed. 
Unlike the A,U.C« (whidh has a parallel state agency only 
in New South Wales), these two commissions have 
counterparts in alr-the states which supervise more 
closely the relatively larger number of colleges and 
tech#l§r Khools, Mth their expan^mg range of courses. 

The movemenr to shift the education of-professional 
nCu-ses gradually^ from the hospitals to j the colleges of 
advanced .xdttc at ion is a striking example of the poten- 
tialities of tnese central bodies. For post-basic nursmg 
education much of this has already been done, and the 
transfer Ts now startmg for basjc |l.N. training. Hospitals 
will, of course, continue as places for clinical trainmg of 
nurses and various other allied health personnel (reh^Ubili^ 
tation therapists, pharmacitts, technicians, etc.). In so 
doing, hospitals will enjoy the benefits of ''service" from 
the nursing and other students, without the costs of 
their education which, \k the CAEs, will be borne 
entirely by the federal government. And nursing leaders 
are confldent that the changed scheme will result not 
only in better quality education but in longer periods of 
tenure of young won^en ii^n professional work. 

, The federal' Commission for Advanced Education is 
also in a position, through its state counterparts, to 
promo'te "core curricula'' |n several fields. This has been 
achieved already in certain subjects, like anatomy and 
physiology, taught jointly to students in physiotherapy 
and laboratory technology in some places, for example 
— Qr psychiatry taught to students in social work and 
occupational therapy^'— and more is expected.' Also, a 
national agency responsibile for this level of education 
'has the tapability of resolying impedir^ents 'to career 
mobility. In Australia, the two levelsi of secondary 
education are a factor to be consiaered-4n connection 
with promotion of upward mobility^^^ student who has 
only an intermediate or junior certificate (10th grade) 
rather than the full I2th grade matric^Ijation currently 
may be blocked from further training for lack of^the 
necessary pre-requisites. For this reason, "bridging" 
courses are offered to allow* students .to mjtke up 
pre-requisites which they lack. Parochial educational 
barriers mi^st be broken down, but the fiscal powers of 
national commissions can hasten the process. 
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The Kok of Healtfi Service Agencies | 

All, three of thes^ Central commissions of tertiary 
education depend for their ultimate authority and 
funding on the Ministry of Education. The Ministry of 
Health, however, also plays its part. Until now, with its 
indirect responsibility for public hospitals, through 1 the 
state governments, it has covered the costs of nuriing 
schools and the practical .aspepts of training of mkny 
other allied health «eldi, Most recently, the Heilth 
Ministry has provided aknost all the funds, leadersljiip, 
and guidelines for the totally innovative school dehtal 
therapist training programs-v' The speed with which 
schools for training th«?se auxiliary dental workers hjive 
been developed is evidence of the benefits of centralized 
leadership andf planning. ' 

Another reiponsibility of the Ministry of Health has 
been the School of Public Healtli| and Tropical Medicine. 
While located on the campus and partially within the 
administrative structure of the University of Sydney, it 
is financed wholly by the federal Miniitry. Its teaching 
and research program, in this way, can respond promptly 
to the health needs, of the nation as perceived by the 
federal teadership. In the last year, for example, with 
Australia on the eve of major changes in its health 
insurance and health care delivery systems, sweeping 
Oew plans 'lyere drafted to modify the school toward 
turning out the types of health servfce adnlinistratolrs to 
be required by the new health scene. 

Growing recognition of the need for continuing 
education of doctors, to upgrade and maintain the 
quality of medical care, has presented another challenge 
to which the Ministry of Health could respond. Through 
its Hospitals and Health Services Commission, plans were 
formulated for an organized and well-financed iystem of 
continuing medical education, which would be available 
to all practitioner5*(^) University niedical schools, pro- 
fessional associations, specialty colleges, and state health 
authorities would all participate in designing programs 
and offering instruction, but the necessary funding 
would come from the federal government^as part of the 
costs of maintaining high-quality service^in a national 
health ^program. Area Committees of medical practi- 
tioners, congruent with the previously discussed health 
regions, would be appointed to identify specific continu- 
ing education needs and to encourage participation of all 
doctors. 

In the continuing education field, the Family Medi- 
cine Training Program has been a trail-blazer already. 
With its combined influence on undergraduate medical 
schools, postgraduate traTning, and continuing educa- 
tion, this program has begun to demonstrate the 
capacity of educational efforts to influence the planned 
distribution of primary doctors among the specialties of 
medical practice; in part, this, process is occurring 
through changes in professional attitudes. 

Changing Health Manpower Function?^ 

Obviously related to educational programs and, in- 
deed, stimulating the very formulation of those pro- 
grams, is the recognition of needs to train new forms of 
health manpower or to modify the functions of existing 
personnel. In Australia, the most significant trends have 



occunred with respect to general medical practice, 
specialty distribution, community health nurses, and 
dj^htal therapists. A few words may be said about each 
of these* 

Generftl Medical PracUce and iti Strengllienbf 

Throughout all previous chapters, the concern in 
Australia for strengthening general medical practice, for 
slowing down the trend to specialization, for improving 
the quality of primary health, care, has been evident. 
'Two main governmental stratepes have been used and a 
third has developed spontaneously. 

The spontaneous response to the pro]i>lem of strength* 
ening general practice has been the steady growth of 
0 medical partnerships and groups. As noted in Chapter 
One, about 35 per cent of general practitioners practice 
in teams of three or inore — to use the customary 
American definition of **gro"P pttctice." This propor- 
tion has been gradually expanding, and it doubtless, 
serves to' enhance the quality of wqrk of each of the^ 
doctorSji not only by the Stimulation of colleagues and 
opportunities for frequent consultation, but also by the 
greater feasibility of having office nurses and aides. 

The governmental strategies have included, first of all, 
the whole Family Medicine ProgranT mentioned above 
and discussed in Chapter Four. One may see analogies m 
the efforts of the American Academy of General 
Practice and the final achievement in 196^ 'of an 
American specialty Board pi Family Practice. But the 
Australian • program has the advantages of vigorous 
, political support from the Australian Medical Associa- 
tiori as a whole and the substantial financial subsidies 
from the federal government. 

Probably most important in the long run have been 
the many-faceted ''community health programs" pro- 
mpted federal and state governments with expahding 
fiscal support from the federal level.(9) It need hardly bo- 
repeated again that this strategy is dqsigned not only to 
strengthen general practice by giving the general practi- 
, tioner adequate sUff support, but also to make more 
accessible to people an integrated' patfem of preventive 
and therapeutic primary care and to increase over-aU 
productivity and efficiency by maximizing teamwork 
among several types of health personnel. 

Rationalizing the Proportions of Specialists ' 

Less accomplishment can be reported toward the goal 
of rationalizing the proportions of medical and surgical 
specialists, 6xcc\>i to point out that the problem is 
keenly recognized 'by , national health leaders. Th|^ 
Hospitals and Health Services Commission has a Task 
Force on Health Manpower, yWhich is studying thb 
problem, as *re several of the specialty Colleges. 

It seems likely that the control of public hospitals by 
the state govemmenU, and the eventual influence on 
their operating costs by the federal govemmeii^ under 
the new national health insurance legislation, Wilftumish 
some instrumentalities for controlling the number of 
specialists in each field, through approval .of residencies 
and regisUar'ships. More study of populatipn needs is 
admittedly required before reasonable stindards for 
relative numbers in tlie several specialties can be arrived 



zU^ Australiani w itudying the experience of large 
'health maintenance organizationif" like the Kaiier- 
Permanente Health Plan, In approaching thii problem, 
and perhaps HMOi will have to be Kt up and analyzed in 
the Australian environment to reach satisfactory an* 
swers* The problem is to estimate objective needs for 
each of the specialties, without the distorting effects 
produced by the incentives of differential fee schedules 
evolved from the past. 

Community Health Nurses 

As part of the community health center movement, 
the usual Atutralian definition of a community health 
nurse '-^ essentially as a generalized outreach y/orker — is 
certainly worthy of study and comparison with Ameri- 
can approaches. In the United States medical world of 
grossly inadequate numbers of primary doctors, how- 
ever, a more clinically independent nurse-practitioner 
leems to be the major need. 

JPerhaps it Is wisest to conceive of two types of 
extended-^role nurse: the broadly generalized public 
health or community type ai)d the clinically trained 
screening type. The latter would diagnose and treat 
those commonplace ailments she cat^ confidently handl^, 
and would refer to the doctor the more perplexing cases. 
She would also carry out certaia procedures done in^ the 
pas^ onty by doctors (blood pressure readings, dettailed 
histories, venapunctures, etc.) and would handle foUow- 
visits of chronic patients whose conditions simply 
required monitoring. 

Related to nursing of all types, one should take note 
of the general problem of 'Vast'age'* and actions to 
combat loss of highly tr;4ned professionals — instituting 
refresher courses for married nurses whose children have 
grown up, structuring hospitals and other agencies to use< 
nurses on part*time schedules, offering day-care centers 
for pre-schopl children/ a;^ adjusting paries to make 
the continuation of or Tptum to nursiag^worth the extra 
burden that would the/eby be impQjK^ on family life. At 
the same time, an increased program of training "voca- 
tional" or, as the Australians say, "'enrolled" nurses 
obviously helps to adjust to the shortage of R.N.s. In 
Australia, plans are also^under way to enrich the training 
of enrolled nurses, in order to replace nursing students 
who will no longer be available as a work force in 
hospital-based training programs. WhetheKthe higher 
Australian ratio of professional to enroled nurses, 
compared with the American, results in better patient 
care or not, is a question we canpnly raise and hope that 
research will be done to provide helpful answers. 

° (. . ' 

Auxiliary Dental Personnel 

While New Zealand wartItbHR[oneer, there caii be no 
doubt that the Australian demoHltration of concerted 
arid rapid development of a cons of school dental 
therapists has crucial lessons to teaoh the United States. 
It is Worthy noting how readily schod|[s for training these 
yoiuigVomen health workers canlbj^launched, without 
the complexitids that would be enTluled in having thom 
attached to university-based schools of dentistry.. 

It is also worth, observing that effective work by theie 
sj^cializ^d allied personnel does not depend On cons^t 



supervision, but only on the availability of consultation 
from a professional dentist for selected problems* 
Atistraiia has beneHted from some of the weaknesses 
identifiable in the long-established New Zealand program 
(such as antiquated equipment) and would seem to be 
especially worthy of study by Americui healtii leaders. 
Even with our much better ^^nipplip^of dentists, the 
deficiencies in dental care among American children, 
especially from low-income families, have been demon- 
strated to the satisfaction of the most hard-core defend- 
ers of the status quo. 

Quite aside from the proven economies and the good 
quality of their work, the dental therapist or dental 
nurs< strategy would seem to be justified from the 
simple unwillingness of dentists to do this relatively 
tedious work on childreni in the f ac& of opportunities 
for other work that is bgth more interesting and more 
lucrative. Even if a meticulous comparison of treated 
cases should demonstrate technical superiority in restor- 
ative dental care given by a fully qualified dentist, the 
criterion of judgment must ultimately be based on the^ 
question of accessl\)iirty of dental service' to the whole 
population of Children. On this basis, the cost-benefit 
^ ratio of a massive program of triuning .school 'dental 
therapijits clearly comes out ahead. 

^ Regulation; Quality and Equity ^ 

Ifi Chapter Five the several facets of health manpower 
regulation in Australia were reviewed from the viewpoint 
of law and other non-official forms of. social control. 
Here we shall examine the subject o^fTegulation not only 
in terms ol Australian lessons for America but also from 
the perspective of its ultimate purpose of achieving 
jM^uratnce ^f quality and equity in the provision of 
health services. 

Federal-State Relations 

Regulation of^health manpower in Australia, as in the 
United States, is basically a responsibility of the states, 
as discussed in Chapter Five* Yet, through the vehicle oT « 
funding, it is qtute apparent that the federal government 
hu l^en acquiring increasing influence and correcting 
some of the inequities and variations among the states. 

This trend was evident long before the current Labor 
Government, which has indeed accelerated the process. 
The a(|lministration of the Pharmaceutical Benefits Act 
fpi* more than'20 years, foV example, was always federal 
aifd certainly influenced the prescribing practices of 
doctors. Likewise, the Pensioner Medical Service has 
always been federal, and if may be noted is the only 
governmental program with a regular system of surveil- 
lance over the performance of general practitioners- 
through federal medical consultants stationed in each 
state, who make periodic visits to participating doctors. 

In the administration of its several cfiange-promoting 
programs, the national Hospitals and Health Services 
Commission takes pains to work through* the state 
authorities. All local bodies applying for |[ranti are 
advised to do so through the appropriate state health ^ 
agency, and the Matter is notified of sil. awards and kept 
informed of all developments. While ^ultimately the 
HHSG hopes to encourage the formation of health 



region! averaging 600,000 popujittion, U thc key com* 
prchcniive health administration uniti, thi'i movement ii 
being carried out throu|^ the ita'te government!. 

In the field of education, only the Auitralian Univer- 
sitiei Commifiion wprkl directly with the national 
uttiveriitiei. The other two fedcril bodiei in the Miniitry 
of Education concerned with cojleg^i of advanced 
education aiid with schools of technical and further 
education exert their influence through their cdiTes- 
poftding state agencies. Indeed, the principal decision"* 
making for «thesc two tiers of schools is at the state level, 
with the federal commissions serving largely to, coordi- 
nate differer^t state programs and to give advice neces- 
sary to avoid needless overlapping or to fill manifest 
gaps. Australian leadership is concerned' about balancj5d 
development of its health manpower resources, without 
over-training no less than under-training^ 

Regarding health insurance, the former NaJlioMl' 
Health BcheflU AqJ administered by the federal Minisfiy, 
of Health was associated with little federal influence. 
Since local voluntary health insurance funds ran- the 
program, there was little to be done at the national level 
outside of scttingithe "most common fees" for doctors, 
giving xtlje neceysary subsidies to th^ funds and, to a 
lesser^ea^pnt, to the hospitals. With thc; new National 
Health Iniurance Act, we may expect mort direct 
federal controls. It is probable that the federal Ministry 
of Social Security will eventually be more rigorous in 
reviewing the necessity of hospital admissions and 
medical procedures. At th^r outset, however, it is 
noteworthy that the local fund| afre being invited to 
serve as agents fpr the Sirst three ycjars (perhaps longer), 
if only to° ease the transition frdm local to federal 
managemcnt.t^^) / 

Ix^ certain programs, like that of the Repatriation 
Commission and the administration of health services in 
Commonwealth territories, the federal government runs 
Vfairs directly. Despite the pride of state sovereignty, it 
*is noteworthy tharthe quality of medical car? provided 
*by thc Repatriation Commission is held jn high regard 
b/ everyone. And it is no accident that the pilot projects 
for coiTlmunity health cenfers of the most comprehen- 
sive scope have been conducted in the Australian Capital 
Territory. ^ - 

Registration of HcjSth Pertonnd *° 

The simplicity of registritlon — or legal authorization 
to practice a health profession - in the Australian states 
may be contrasted with thc rjelative complexities of 
profcsijonal liceniurc in the United States- Graduatei^pf 
Australian tiiedlcal schools ^nd tKc schools of New 
Zealand and Great Britain^arc automatically registered, 
without the reqtirenicn't, as in America, of Uking a 

" second examination. The reasoji, of cot5urse, is that th^sc 
trairiint schools have been approved,- indeed* usually 
operated- by government, and. Jio further vcrificatjion 
of thei* inerit is needed, Thc^amc is true fot^dcntisU, 
optometrists, pharmacists, flfP severil«#ther types of 
personny^The examinations for thc degrees given by the 

, schcfols are deemed adequate Qnly fo? niJirses, whose 
training has been tonducted in scores of different 
hosj^itals throujP^Qut' this large country, are there tc- 
qviirements for % "second examination" for rcgistiation 



in a state. Basic qualiflcations of a nurse ttahied and 
registered in one Australian state, ho^vcver, are genqi^lly 
a^epted as adequate for registration in any other. Hkte. 
"^or post-buic nursing specialty qualiflcations, however, 
educational requirements may differ among the states, 
and recognition u not necessarily reciprocal. ^ 

The problem of sp<jbial examinations by the state 
professional registration boards arises only for graduates 
of foreign schools. As discussed in Chapter Five, the 
^ legal requirements in this regard are rather complicated^ 
since each state differs in the foreign schools that It^ 
recognizes in each. professional field and in thc examina; 
tions, clinical experience, and other procedures that it ' 
demands. The federal Committee on Overseas Profes- 
sional Qualifications (COPQ), now atUched to tHe 
Department of Labor and Immigration, evaluates forei^ 
"schools in all fields,, for the benefit of the states, but it 
has no federal licensing authority. Through its influence, 
the American ECFMG (Educational Council for Foreign 
Medical Graduates) examination has come to be adminis- 
ed in^ Australian embusies around the world, as a 
scrqpning procedure, before would-be emigrants embark 
for professional practice in Australia. COPQ, as noted 
earlier, is working toward the development •f nationally 
unifdrm itandards for foreign graduates^by all six sUtes 
iit each professional field. 

In term's of lessons fof the United States, one might 
hope that the day has now been reached when all 
medical schools in the nation woUld be regarded as being 
of adequate quality to entitle their grijiduates to auto- 
matic licensure in toy state, without imposition of a 
second examination. The origins of most of our state 
licensure iAws in the pre-Flexner period are quite 
understandable, but differences these laws would 
hardly seem justified"^ in the current period of medical 
Khool accreditation by accepted national bo^^es (the 
American Medical Association and the Association of 
American Medical Colleges). In fact, recognition in 
nearly all the states of thc examinations of the National 
Boafd of Medical Examiners or of the Federation ofj 
SUtc Medical Licensing Boards (FLEX) or of both 
examinations is an indirect means of achieving national 
standards. Judicial decisions Have pointed to the sound- 
- ness of national stanflbjrds for^licensure by recognizing 
nation-wide standards of medical care, in place of the 
former rule that the accepted standard of care was that 
provided in the local community <The "conflnunity*' is 
now the nation. Nattori'al standarlaKj6r licensure of 
physicians and dentists, which^mif^it b>adopted by the 
' states as tsgiiie minimum standardir would accomplish 
directly what national examinations now seek to achieve 
indirectly. It is paradoxically interesting that specialty 
qualifications in America are i^ertifled by national 

bodies, albeit in the non-governmental sector. 

■* ^ ■ J. 

Otlier Regulatory Influences 

A few other regulatory influences on the quality of 
medical service or the equity of its distribution ipjiy be 
. brieOy noted. ; 

Various programs o| continuing education have beet\ 
ifientioned earlier in this chapter and morfe fully in 
Chapte^r^'Four, Obviously, theie are activities ^tcpded to 
protect and promote the quajjty of perfbrinancc of 



actors and other health personnel. In Australia^ ai in ^ 
jnerica, there has been discussion of^inandating upr 
uited qualifications through re<ertification of member- , 
h\p in certain specialty Colleges* If done, this l^i*^ 
:>robabty depend mainly pn proof of having under taleh 
Ipedfied' amounts of continuing education^ 

The question of measure^ for achievingsimproved 
geographic distribution of health personnel ms been 
discussed in Chapter Two. Up to now Australia, always 
^ alert to its Constitutional ban on ''conscription/* has 
used various voluntary inducements in the form of 
obligations following financial support of education 
(cadetships), guaranteed minimum incomes, or establish* < 
ment of salaried rural posts. The former health insiurance 
system tended soi^ewhat to equalize geographic distribu* 
tion by helpiiig assure good incomes for country 
doctors. With the new national Health Insiurance Act, it 
may be that Australia will adopt from the British the 
concept of prohibiting settlement in *'over-doctored 
areas," for purposes of insurance participation, aild in 
this way indirectly induce doctors to settle in areas of 
shortage. 

Hie rise of consumerism as a pressure fcrr improving 
the equitable availability of-health services has been slow 
^in Australia. Again, with national health insurance, to 
which virtually everyone will be contributing by law, we 
may expect that demands for a stronger consumer voice 
in formulation of health''service policy at national, state, 
^ and regional levels will be increaiihgly heardi 

By the same token, voluntary agencies continue to 
play a strong role in the Australian health service system. 



Public hospitals, no less than private ones, are supported 
and enriciied by countless efforts of voluntary bodli^ 
and publiC'Spirited citizens. It would be misleading, 

^4)OweveiT-not to recognize the crucial part played by 
federal initiatives, as well as governments at the state 

^ level, in the achievement of/eq^ty in the entire field of 
health services. 

' Finally,^ the achievement of health csure equity in 
Australia, as elsewhere, depends on having reliable 
information about how resources are distributed, to 
what extent services are received by the population > and 
what results do the services |>roduce. Iliis calls for 
adequate records, systematic data collection, and analy* 
sis of experience — medical and fiscal. The national 
Hospitals and Health Services Commission has been 
^ving grants to the states aH(l also to n^any health 
regions for just these purposes. In New South Wales, an 
Office of Health Services Research has been operating 
for some time, and the other States are gradually 
following suit. Equivalent perhaps to United States 
actions in the field of "comprehensive health planning^ 
the national and state efforts for advancing research and 
planning on health services are significant Australian 
efforts to achieve equity. With tlie Sanctions eveiitually 
feasible under universal health insurance, one may 
expect that equity the provision of health services in . 
reasonable proportion to human and social needs will 
be increasingly approached, if not attained* Central to 
this objective will be the appropriate output, distribu- 
tion, and qualitativbs^^formanee of health manpower. 

J • ' ■ 
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EPILOGUE 



ince this account wai written, in late 1974, the 
uitralian health lervicei ijpene has continued to change. 
Ai noted above, becauic of the Senate defeat (by one 
vote) of the 1.35 percent earmarked Ux on incomes, up 
to a $150 ceiling, the health insurance program enacted 
is supported from consolidated revenues. As though to 
emphasize its primarily financial character, rather than 
involvement with the patterns of delivering health care, 
ttic new program has come to be known as "Medibwik." 
^ On the eve of the effective date, 1 July 4975, the 
administration of Medibank was lodged maihly in the 
neivly appointed Health Insurance Cqmmissiqn under 
the Ministry of Social Security? The voTuriury health 
insurance funds had declined to serve as agents of the 
government (as in. the U.S. Medicare program) for 
handling claims. Instead, the government is making 
contracts with Australia's 3000 pharmacies to serve as 
middlemc^) for forwarding to the Commission claims 
brought in by patients. (This pattern had been 
previously used, by the voluntary insurance funds 
themselves; for the service, the pharmacist is paid a 
small administrative fee and, moreover, he gains from 
the business arising from patients entering his drugstore.) 
Paynvents will then be issued directly by the Health 
Insurance Commission ta the provider or the patient, 
depending on whdther "assignment" of the 
reimbursement was made. ' 

As of the ^starting date, all persons in Australia will be 
protected for the costs of physician's care. If the doctor 
accepts assignment, the patient will pay him 15 percent 
of the apprbv<3 char^, but never to exceecf Austr. $5; if 
h^ docs not, the patient ' may end "Up with a higher 
co-payment obligation. It remains to be seen whether 
competitive mark^ forces vwll resUlt, as in?/<iankda, in 
, acceptance of assignment by the vast "majority of 

IjltfspitJ^ization arrangemcrtts will be lew sweepingly 
ch^^hged at the outset, As of 30* June 1975, just tliree 
ites *-**outh Australia, Tasmania, and Queensland 



out 6t the six had concluded agreements \yith the federal 



government to share the operating costs of public 
general hospitals on a ^if-bO basis. The other three 
New South Wales, Victoria, and Western Australia - 
were holding, out foi more favorable arrangements (e.g., ^ 
shared costs of mental hospitals), altMfough pther 
political considerations doubtless also pUy^d a part 
(stite-federal discrepancies in the political parties in 
power)/ In any event, observers expected all six states to, 
join in the program before long, since Any state 
witholding agreement was, in effect, subsidizing hospital 
costs — because *thcf federal funds came from general 
revenues — in the other states. Voluntary hospitals in all 
sUtes, furthermore, will be receiving federal payments of 
Austr. 116 per patient day instead of the previous |2 
subsidy* 

The private health'insurance funds remained as active 
as ever, of course, in the three non-cooperating states, < 
while in the other three they empHasized coverage of 
supplemental benc^fits, such as private room charges in 
both public and voluntary hospitals. In public hospitals, 
the movement toward "sessional payments or full-time 
salaries for qualified staff specialists continued to 
accelerate. ^ 

While* opposition to the Medibank program continued 
to b& expressed by the Australian Medical Association, 
competent observers did not anticipate a raidical rise in 
medical care demand to occut* after 1 July 1975. Rather, 
it was expected that doctors and hospitals, au well as 
state governmentSi would simply find themselves in a 
more satisfactory financial condition than in the past. 
, Even if a change of Australia's national government were 
to occur, several political commentators observed, the 
new Medibank program Vould probably be retained. 
Universal, population coverage >vith biroad health services 
are the j;lobjil trend. It is from this reality that health 
manpower policies and practices will follow in Australia, 
as elsewhere. ' / 



(30 June 1975) 
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Appendix I 



AUSTRALIAN AGENCIES AND INDIVIDUALS INTERVIEWED 1973-74 



Australian Government Agenciei and Penonnel 

Department of Health 

Minister for Health, Dr. D. N. Everingham ^ 
Director, Planning and Research, Mr. Matthew Carroll 
Assistant Director, Mr. Peter Pflaum 
Manpower Planning, Mr. James Marshall 
Director, Dental Services, Dr. Lloyd Carr 
I-ntcmational Health, Dri John Gumming 
Meeting with chiefs of divisions of Department of 
Health. * 

Department o^f Social Security ^ 
Director-General, Mr. L. J. Daniels 
Special Advisers to the Minister, Dr. Richard Bailey 
Scotton and Dr. John S. Deeblc 

Department of kepatriatioh and Compensation 
Chairman , Mr. jk. Kingsland 

Hospitals and Health Services Commission 

Director, Dr. Sidney Sax ^. , • 

Member^ of Commission, P!fr: Paul Gross and others 
Meeting with Committee on Health Careers 

National Health and Medical Research Council' 
I Secretary, Dr. K.'w. Edmondson 

Committee on Overseas Professional Qualifications 
Director, Mr. R. H. Ramsay, and ftaff 

Commission on Advanced Education 
Director, Mr, Tom Swanson 
Assistant Director, Mr. Huntley Graham 
• 

Australian Universitics^Commission 
Director, Professor 'Peter Karmcl 

* 

Australian Capital Territory Health Commission 
Director, Dr. Ron Weill 

Associa^te, Mrs. Ann Kern ^ * 



Stite Government Agenciei and Personnel . ^ 

"* ^ 
State Ministers of Health " 

Minister of Hcaltli of South Australia, Mr. D. H. 
Banficid 

/{ Minister for Health, Queensland, Mr. S. D. Tootli 



State Health and HospitaU Agencies 

Department of Health, State of Victoria 

Chief Medical Officer, Dr. Willijim Stevenson . 
Dep^uty,Dr. McCloskey ^ 

Hospitals and Charities Commission^ State of Victoria 
Director, Dr. E. Wilder 

t» 

Dcpartmeitt of Health Services, Stite of Tasmania 

Dircctor-Gencral of Health Services, Dt*. J. R. 
Macintyre 

Acting birector-Generair Dr. G. Mackay-Smith ^ 
Director of Public Health, Dr. A. D. Ross 

Department of Public Health, State of South Australia 
Director-General, Dr. P. Woodruff, and staff * * 

Hospitals and Mental Health Department, State of South 
Australia 

DirectopGeneral, Dr. Brian J. Shea o 

Penonnel and Suff Development, Mr. Bniggcrmtn- 

and Mr. Robert, Ritchie 
Health Research Unit, DcpartmenU of Public Health 
^and Hospitals, Dr. Peter Last o 

Health Department, State of Queensland 
Director*Generar, Dr. Ross Patrick 
Community Heal(th Centers, Dr. R. JSodwin 
Director of Planning and Development, Dr. 

Powell ^ 
Senior Social Worker, Miss M. Whiley 
Senior Occupational Therapist, Miss R. Read 

Hcal.th Commission of New South Wales 
d^^mnan, pr. Roderick McEwin ^ 
' ptputy Cwurman and Con^minioner for Manpower, 
/ Mr. Ge^e Slough ^ 
Comnwsioncr for Personal Health Services, Dr. 

William Barclay 
Commissionct for Special .Services and Environmental , 

Health, pr. David Storey 
suff: Principal Mcaical Officer, Bureau of Personal 
'Health Services, Dr. Trevor King \ 
Bureau of Manpower and Management, Mr. Jack 
Manley 

Director,. Division* of Staff Development, Mr. 
JamcsiAVcsterway 
' Deputy Dibrector, Dental Services, Mr. Wright 
Director, Division of Health Services Rcicarch, Dr. 
Anthony I. A^'dams, and stiff 



O. W. 
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Regional Directors: 

Western Me tropolit^ Health Region, Dr. Gary 

Andrews and staff 
Northern Metropolitan Health Region, Dr. 
James Lawson (formerly Director of Hos- 
pitals, Tasmania) 

Mental Health Agencies 

Mental Health Authority* State of Victoria 



Director, Dr. Alan Stqller 



University of Flinders, Medical Center 

Dean of Medical Faculty, Professor G.J. Fraenkcl 

University of Queensland 

Vice-Chancellor, Professor Zelman Co wen . ' 
Dean of Medical Faculty, Dr. £. G. Saint 
Chairman, Department of Social and Preventive 

Medicine,. Dr. Douglas Gordon 
Statistician, Dr. Silverstone 
Head, Physiotherapy Department, Dr. M. L Bui - 



Mental Health Services Commission,^ State of 
Tasmania 
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Head, Departmeni-of-So€ial-4\^rk3:^jafe^ 
Chamberlain 

Head, Occupational Therapy Department, Miss J. 
Line 

University of New South Wales 

Dean, School of Medicine, Professor R. Walsh 
School of Health Administration 

Director, Professor George Palmer 

Professor John C. H. Dewdney 
Tertiary Education Centre, Ms. Ruth White 

Colleger of Advanced Education 

Royal Melbourne Institute of Technology, Mr. 

Barry Fradkin 
College of Advanced Education, Hobart, Tasmania 

Principal, Dr. Paul Wisch 
South Australia Institute of Technology * 

Director, Dr. S. Evans 
College of Advanced Education, Flinders campus 

Director, Dr. Speedy 
Queensland Institute of Technology 

Head, Department of Paramedical Studies, Mr. 
J.R.Saal 

Lecturer in Physiology, Mrs. Y. Webb 

Lecturer in Hematology, Mr. A. B. Findlay 

Lecturer in Chiropody, Mr. L. Claxton 
College of Paramedical Studies of New South 

Wales 

Principal, Dr. Jeffrey Miller/^ 
Assistant Principal, Dr. R. W. Rawlinson 
School of Nursing, Dr. Robin Parsons 
School of Occupational Therapy, Ms. Nora 
Crowhurst 
Lincoln House 

Director, Dr. R. W. Edwards 

Independent Colleges 

Victoria College of Pharmacy, Mr. S. N. Leyshon 
College of Nursing, Australia, Melbourne, Miss Pat 
Slatc^ and Miss Mary Osborne 

Schools of Dentat^Thcrapy 

School of Dental Nur;»mg of Tasmania 
Principal, Dr. B. A.J. Riedel 
District Dental Officer, Dr. Alan Eslake 
School of Dental Therapy of South Australia 
Director, Dr. A. D. Kennare 

PiSofcssional Associations 



Director, Dr. John Wetherley, and Mr. Mansbridge 

State Registration Boards 

Medical and Other Registration Boards, New South 

Wales, Mr. Robert Sheraton 
Medical Registration Board of Victoria, Mr. -Appleby 
Medical Board of South Australia, Mr. L. Smith 
Medical and Other Professional Boards of Queens- 
land, Mr. C. Tuckficld 
Nurses Registration Board of New South Wales, Miss 
Betty Lyons 

Victorian Council of Nurses (registration body). Miss 

Mona Menzies 
Nurses Registration Board of Tasmania, Miss V. P. 

Holland 

Nurses Board of South Australia, Dr. B. Nicholson, 

Miss Smith, and Mr. Bcvan 
Nurses Board of Queensland, Miss J. Foley 
Pharmacy Board of Victoria, Mr. S. N. Leyshon 

State Educational Agencies 

Nurses Education Board of New South Wales, Mfcs 
Betty Lyons 

Victorian. Institute of Colleges, Director, Mr. Bamett 
Advanced Education Board of New South Wales 

Executive Member, Mr. Lionel John Allen 
Department of Technical Education, New South 
"-^Wales 

Superintendent, Mr. H. Wooldridge 

Other ^ K 

Public Service Board of New South Wales, Mr. Coljjl 
Alt 

Universities and Colleges 

Monash University, Prahan and Melbourne 

Dean of the Medical Faculty, Dr. R. R. Aifldrew 
Chairman, Department of Social Mcdicihe, Dr. 
Basil Hetzel 

Other members of Department, Dr. Richards 
Southby, Dr. Trevor Gutting 

University of Melbourne, Scho9l of Medicine 

Professor of Internal Medicine, Dr. D, G. Pening- 
ton 

University of Tasmania, Faculty of Medicine 

Administrative Officer, Clinical School, Mr.'^West 

University of Adelaide 

Dean, Faculty of Medicine, Dr^L Pilowsky 
Reader in Community •Medicine, Dr. Timothy 
Murrell 
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Australian Medical Association. 

National President, Dr. Keith Jones 
National Treasurer, Dr. Lionel Wilson 



86 



er|c 



97 



National Secretary -General, Dr. George Repin 
Victorian Branch, Dr. Arthur Burton 
Tasmanian Branch, Dr. Peter Gill 
Queensland Branch, President, Dr. R. F. O'Shea 
Past. Presidents, Dr. J. Lee and Dr. E. R. W. 
Thomson ^ 

Royal Australian College of General Practitioners 
Family Medicine Program 



Voluntary Health Insurancc;Agencifei Aiiociation and 
Medical Benefits Fund of Anistralia ^ 
- President, Mr. Jafik Cade 

Hospitals, Clinics,' and Health Centers 

Alfred Hospital, Melbourne 

Medical Superintendent, Dr. Ian Howard 
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Melbourne, Dr, K. Harbison and Dr. Wrfabb- 
Tasmania« Dr. Peter Gill 



Royal Hobari HospitJil, Ti£ 
Chairman of the Board, 



Sydncy'H&i"- I^ai^d^ivJohnJiowsct^ 



Roysil Australasian College of Physicians 
Past-President, Dr. Rennie 

Royal Australasian College of Surgeons 
Secretary, Mr. R. A. Chapman 
Senior Vice-President (and Professor of Surgery, 
Monash University), Mr. E. S. R. Hughes 

.Australasian and New Zealand Association of Medical 
Education 

President, Dr. Willdam McCarthy 

Melbourne Medical Postgraduate Committee 
Director, Dr. R. M. McLellan 

College of Medical Administrators, South Australia, 
Queensland, and New South Wales 

Australian Dental Association, Tasmanian Branch 

Royal Australian Nursing Federation 
Federal Secretary, Miss Mary E. Patten 

Royal iDistrict Nursing Service, Melbourne 
Director of Nursing, Miss Mary Evans 

NeW South Wales Nurses Association 

General Secretary-Treasured, Miss Mary Henlen 

Pharmacy Guild of Australia \ 
, President, Mr. John Matthews 

Social Workers Association New South Wales 
President, Mr. M. Horsborough 

Australian Hospital Association 

Executive Vice-President, Mr. Royce Kronborg 

Voluntary Insurance Funds 

Health Benefits Fund, Melbourne 
Mr. Derek Shaw and Mr. Eric Hale 

National Health Services Association and Mutual 
Hospital Association, Adelaide 
Manager; Mutual Hospital Association, Mr. James. 
Mansfield 

National Health Services Association, Mr. Keith 
Moon 




Royal Adelaide Hospital, South Australia 

Administrator, Mr. R. L. Ho'oper v ^ ^ 
Medical Superintendent, Dr. Bernard Nicholson 
Superintendent of Nurses, Miss Spry , 
Principal Tutor, Ms. Nan Clark 

The Adelaide Children's Hospital 

President of the Board, Sir Clarence Rieger 
Administrative Superintendent, Mr. J . Gibbs 
Medical Superintendent, Dr. R. McCoy 

Royal Brisbane Hospital, Queensland 
Chairman-of the Board, Mr. N. Wotiey 
Medical Superintendent, Dr. A. F. Knyvett ^ 

Princess Alexandra Hospital, Brisbane 

Medical Superintendent, Dr. J. G. GoUedge and 
senior paramedical staff * 

Royal'North Sholrfc Hospital, Sydney 

Medical Superintendent, Dr. Roger Vanderfield 

North Eastern Community Hospital (pHvate), Ade- 
laide 

Administrator, Mr. Q. Bound 
Medical Director, Dr. Steele 

Kilcoy Hospital, Queensland (rural) 

St. VincentVHospital, Sydney . 

Director of Community Medjcine, Dr. Neville 
Andersen \ 

Health Centers in the Australian Capital Territory at 
Melba and Narrabunda 

South Brisbape Community Home Care Centre 
Director, Dr. M. Cheong, and Dr. Glenda Powell 

Trade Union Clinic and Research Center, Footscray 
(Melbourne) 

Administrator, Allen W. V. Bailey, and Dr. Garry 
Joslin 

Rural Practice, Kingborough Municipality, Snug, Tas- 
mania 
Dr. Varejka 
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